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The  FPIR,  under  the  management  of  Physicians  Insurance  Company  of 
Ohio,  and  with  the  sponsorship  of  the  Florida  Medical  Association,  Inc., 
brings  to  you  . . . 


RESPONSIBILITY 

Appropriate  rate  levels,  to  ensure  adequacy  of 
reserves  for  future  claims. 


KNOWLEDGE 


The  combination  of 
professional  insurance 
management  and 
physician  advisory 
committees  on  claims, 
underwriting,  coverage 
and  service. 


QUALITY 

The  finest 
coverage  and 
service  features 
available  to  Florida 
physicians;  a non- 
assessable policy 
with  no  deductible 
provisions. 


COMMITMENT 


INSURANCE  RECIPROCAL 

ONCE  AGAIN. 
YOUR  PREFERRED 
CHOICE 


AND  MORE 


Complete  dedication 
to  serving  Florida 
physicians  throughout 
their  medical  careers. 


EXPERIENCE 

PICO,  its  subsidiary 
and  associated 
companies  serve 
more  than  1 0,000 
physicians  in  five 
states;  the  FPIR 
has  served  Florida 
physicians 
for  more  than 
nine  years. 


Regular  financial  and  operating  statements,  loss  awareness  and 
prevention  programs,  reports  on  claims  activities,  communications  on  trends 
and  happenings  in  medical  professional  liability  insurance. 

Compare  the  FPIR  medical  professional  liability  plan  with  others  being 
offered  to  Florida  physicians.  We  believe  you  will  agree  that  the  FPIR, 
once  again,  is  the  preferred  source  of  coverage. 


FLORIDA  PHYSICIANS 

insurancereci  p ro  c al 


1000  Riverside  Avenue  / P.  O.  Box  44033  / Jacksonville,  FI  32203 
Telephone  (904)  354-5910  WATS:  1-800-342-8349 
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Governor  to  Receive 
Commission  Report 

The  Governor’s  Commission  on 
Alcohol  and  Drug  Concerns  is  scheduled 
to  present  its  report  and  recommenda- 
tions to  Governor  Graham  within  the 
next  few  weeks. 

The  Commission  met  in  Tallahassee 
last  month  to  sift  through  various  recom- 
mendations and  concepts  presented  at 
previous  meetings  and  a series  of  hear- 
ings conducted  around  the  state  during 
the  past  year.  The  report  is  expected  to 
include,  among  other  things,  several 
recommendations  for  legislative  action 
and  proposals  for  increased  attention  to 
drug  education  in  the  state’s  school 
system. 

Commission  members  include  Joseph 
H.  Deatsch,  M.D.,  of  Jacksonville, 
Chairman  of  the  FMA  Committee  on 
Substance  Abuse,  and  State  Senator 
William  G.  (Doc)  Myers,  M.D.,  of  Hobe 
Sound. 

5 Treatment  Centers 
on  Approved  List 

Physicians  and  other  health  care  pro- 
fessionals admitted  for  treatment  under 
the  IPP  are  admitted  to  one  of  five  facil- 
ities in  Florida  or  to  an  approved  facility 
in  another  state. 

The  Committee  on  Impaired  Physi 
cians  has  approved  the  following  treat- 
ment facilities  in  Florida  for  participation 
in  the  program: 

• South  Miami  Hospital,  Miami 

• Horizon  Hospital,  Clearwater 

• Palm  Beach  Institute,  West  Palm 
Beach 

• Lakeland  Regional  Medical  Center, 
Lakeland 

• Mt.  Sinai  Medical  Center,  Miami 
Beach 

Treatment  facilities  affiliated  with 
the  impaired  physicians  programs  of  the 
Mississippi  and  Georgia  medical  associa- 
tions are  among  out-of-state  centers  used 
from  time  to  time. 


FMA  Chemical  Dependency  Section 
Features  Cocaine  Epidemic  update 

“Substance  Abuse:  Consequences  and  Implications”  will  be  the  theme  for  the  fifth 
annual  FMA  Section  on  Chemical  Dependency  at  the  FMA  Annual  Meeting  in  May. 

The  program  will  include  an  update  on  cocaine  and  a discussion  of  medico-legal 
implications  of  physician  substance  abuse,  according  to  Arvey  I.  Rogers,  M.D.,  of 
Miami,  and  E.  Joan  Barice,  M.D.,  of  Palm  Beach  Gardens,  Program  Co-chairs.  The 
program  will  be  presented  from  1:00  p.m.  to  4:00  p.m.  on  Thursday,  May  2,  at  the 
Diplomat  Hotel  in  Hollywood  under  the  sponsorship  of  the  Florida  Medical  Foundation 


Committee  on  Impaired  Physicians. 


Newsletter  Observes 
First  Anniversary 

January  is  a red-letter  month  for 
the  Committee  on  Impaired  Physi- 
cians, which  is  observing  two  anni- 
versaries during  the  month. 

It  was  four  years  ago  this  month 
that  the  IPP  began  accepting  patients 
for  treatment. 

One  year  ago,  the  FMF  Impaired 
Physicians  Newsletter  was  born,  and 
this  is  the  fifth  issue. 

The  Newsletter  is  distributed 
quarterly  (in  January,  April,  July  and 
October)  to  all  members  of  the  Florida 
Medical  Association  as  an  insert  to  The 
Journal  and  to  state  medical  associa- 
tion officials  and  others  concerned 
with  chemical  addiction  throughout 
the  United  States. 


S.E.  Drug  Conference 
Set  for  May  8-10 

The  1985  Southeastern  Conference 
on  Prescription  Drug  Abuse  will  be  held 
May  8-10  at  Charleston,  South  Carolina. 

Joseph  H.  Deatsch,  M.D.,  of 
Jacksonville,  Chairman  of  the  FMA 
Committee  on  Substance  Abuse,  is  a 
member  of  the  program  committee  for 
the  conference,  which  is  expected  to 
attract  more  than  150  participants  from 
Georgia,  Alabama,  Florida,  Mississippi, 
South  Carolina,  Tennessee,  Kentucky, 
North  Carolina  and  other  states  outside 
the  southeastern  region. 


“There  are  medico-legal  implications 
of  physician  substance  abuse  which  extend 
far  beyond  the  recognition  of  physician 
impairment,”  Dr.  Rogers  said.  “These 
implications  will  be  explored  by  a panel 
of  experts.  Audience  participants  should 
develop  an  appreciation  of  these  issues, 
an  understanding  of  how  they  impact  on 
the  over-all  efforts  to  rehabilitate  sub- 
stance abusers,  and  some  insight  regarding 
the  role  physicians  can  play  individually 
and  as  an  organized  group  to  alter  atti- 
tudes and  legislation.” 

Charles  V.  Wetli,  M.D.,  Deputy  Chief 
Medical  Examiner  of  Dade  County,  will 
be  on  the  program  to  update  his  informa- 
tive and  well-received  talk  on  cocaine 
last  year.  His  topic  will  be:  “Update 
Cocaine:  A Continuing  Craze  of  the  ’80s.” 

Dr.  Barice,  President  of  the  Florida 
Chapter  of  the  American  Medical  Society 
on  Alcoholism,  will  moderate  the  physi- 
cian substance  abuse  panel. 

Panelists  will  include  Richard  J. 
Feinstein,  M.D.,  of  Miami,  President  of 
the  Florida  Board  of  Medical  Examiners; 
Dolores  A.  Morgan,  M.D.,  Medical 
Director  of  the  FMA-FMF  Impaired 
Physicians  Program;  and  others  to  be 
announced. 

Physicians  attending  the  program 
may  receive  three  hours  of  AMA 
Category  I CME  credit. 


Conference  Coordinator  Gene  J. 
Sausser,  Ph.D.,  said  a registration  fee 
of  $35.00  will  be  charged. 

Additional  information  may  be 
obtained  by  contacting  Dr.  Sausser  at 
the  Department  of  Neuropsychiatry, 
University  of  South  Carolina  School  of 
Medicine,  P.O.  Box  202,  Columbia,  SC 
29202. 


Program  Examines 
Role  of  Psychiatrists 

A training  conference  for  all  health 
professionals  involved  in  treating  addictive 
diseases  will  be  held  in  Atlanta,  Georgia, 
this  spring. 

The  Ritz-Carlton  Buckhead  will  be 
headquarters  for  the  program,  “Addic- 
tionologists  and  Psychiatrists:  Partners 
in  the  Management  of  Addictive  Diseases,” 
April  10-13.  Sponsors  are  the  Ridgeview 
Institute  in  Smyrna,  Georgia,  and  the 
American  Medical  Society  on  Alcoholism, 
which  has  certified  the  program  as  meeting 
the  requirements  for  20  hours  of  AMA 
Category  I CME  Credit. 

A half-day  on  April  11  will  be  devoted 
to  outpatient  treatment  for  cocaine  addic- 
tion, a discussion  of  the  cocaine  epidemic, 
and  problems  associated  with  cocaine 
abuse. 

Other  talks  will  be  devoted  to  using 
spirituality  as  a treatment,  a psychiatric 
perspective  on  the  dynamics  of  addiction, 
chemical  dependence  and  sexuality  and 
others. 

Registration  fee  for  the  entire  con- 
ference is  $325.00,  which  includes  three 
continental  breakfasts,  luncheon,  recep- 
tion, banquet  and  breaks.  Registration 
for  one  day  is  $150.00. 

Additional  information  may  be 
obtained  by  contacting:  U.S.  Journal 
Training,  Inc.,  2119-A  Hollywood 
Boulevard,  Hollywood,  FL  33020. 


Dr.  Hankes  Directs 
South  Miami  Program 

Lynn  R.  Hankes,  M.D.,  has  assumed 
duties  as  Director  of  the  Addiction 
Treatment  Unit  at  South  Miami  Hospital, 
succeeding  Dolores  A.  Morgan,  M.D. 

Dr.  Hankes  formerly  headed  the 
addiction  unit  at  Lakeland  Regional 
Medical  Center. 

Dr.  Morgan  Speaks 
To  Women  Physicians 

Dolores  A.  Morgan,  M.D.,  of  Miami, 
Medical  Director  of  the  FMA-FMF 
Impaired  Physicians  Program,  will  be  a 
guest  speaker  at  the  Florida  Medical 
Association’s  Leadership  Skills  Seminar 
for  Women  Physicians  next  month. 

Dr.  Morgan’s  topic  will  be  “Dealing 
with  Stress  and  Avoiding  Burnout.”  The 
half-day  seminar  will  be  on  Friday  morn- 
ing, February  1 , at  the  Airport  Marriott 
Hotel  in  Tampa. 


Physicians’ 
Confidential 
Assistance 
call 
(305) 
531-2185 
(New  Number) 

...if  you  or  a physician  you  care  about  has 
an  alcohol  or  drug  related  problem. 
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INTEGRITY  • DEPENDABILITY 


THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 

FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 

LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 

NO  DOWN  PAYMENT 

NO  SECURITY  DEPOSIT 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT 
AVAILABLE 

TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


Leasing  Services  Available 
Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

$232/mo. 

Cutlass/Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 

Lincoln  Town  Car  Sedan 

387/mo. 

Cadillac  Sedan  D'ville 

392/mo. 

BMW  31  Hi 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

391/mo. 

Porsche  91  ISC  Cpe. 

684/mo. 

Mercedes  190 

479/mo. 

Mercedes  300  SD 

699/mo. 

Mercedes  380  SL 

834/mo. 

In  Florida 

For  Leasing  Information: 

Call  Toll-Free 

1-800-432-9629 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


American  ‘jWebi-Heatfe' 
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The  AMA  puts  current  information  at  your  fingertips 


The  first  nationwide  medical  information  network  brings  a new  dimension  to  the  way  in  which  physicians  can  keep 
abreast  of  the  latest  knowledge  in  their  profession.  Through  the  use  of  a low-cost  computer  terminal  you  can  have 
access  to  authoritative  and  up-to-date  information.  The  American  Medical  Association’s  computerized  data  bases 
place  a wide  range  of  professional  resources  at  your  fingertips  . . . 


DATA  BASES: 


Drug  Information 

• Contains  up-to-date  information 
on  the  clinical  use  of  drugs 

• More  than  1,200  individual  drug 
preparations  marketed  over  some 
5,000  trade  names 

• Can  identify  drugs  according  to 
indications  for  therapy,  special 
patient  circumstances,  or  for  cer- 
tain drug  actions  and  interactions 

Excerpta  Medica  Physicians 

Information  Retrieval  and 

Educational  Service 

• Index  to  clinical  literature  — aids 
subscribers  in  locating  recent 
articles  and  peer  reviewed  papers 
that  have  appeared  in  more  than 
300  medical  journals  worldwide 

• Periodicals  selected  for  inclusion 
in  this  service  cover  over  78 
specialties  and  subspecialties 

• Helps  physicians  locate  relevant 
articles  quickly  and  to  stay 
abreast  of  new  developments  — 
saves  time 


Continuing  Medical  Education 

• Developed  by  Massachusetts 
General  Hospital  in  conjunction 
with  the  Harvard  Medical  School 

• Allows  physicians  to  earn  Cate- 
gory I ACCME  credits 

• Provides  individualized  self-paced 
learning  experiences  based  upon 
computer  simulated  patient  cases 

• Physicians  will  interact  with 
teaching  situation  through  four 
predetermined  styles:  multiple 
choice,  vocabulary,  fee  text,  and 
tutorial 

• Provides  confidential  means  of 
self-assessment  for  practicing 
physicians 

• Solutions  to  problems  presented 
in  each  teaching  scenario  can  be 
reviewed  and  evaluated  instantly 

Socio-Economic  Bibliographic 

Information 

• Guide  for  locating  current 
articles  on  the  nonclinical  aspect 
of  health  care 


• Includes  4,200  citations  from 
more  than  700  health  care 
publications 

• Subject  areas  include  economics, 
education,  ethics,  international 
relations,  legislation,  medical 
practice,  political  science,  psy- 
chology, public  health,  sociology 
and  statistics 

• Convenient  ordering  of  full  text 
reprint  of  articles  directly  from 
the  AMA  through  MED/MAIL 

Medical  Procedural  Coding  and 

Nomenclature 

• Provides  uniform  coding  and 
nomenclature  system  for  report- 
ing medical  services  and  proce- 
dures performed  by  physicians 

• Contains  6,000  descriptions  of 
procedures 

Disease  Information 

• Contains  descriptions  of  diseases, 
disorders  and  conditions 


GTE  Telenet 


Medical  Information  Network 

OS 


FOR  SUBSCRIPTION  INFORMATION, 
PLEASE  CONTACT  THE 
FLORIDA  MEDICAL  ASSOCIATION,  INC. 
JACKSONVILLE,  FLORIDA 
TELEPHONE  904/356-1571 


©Copyright,  1984,  Personnel  Pool  of  America,  Inc.  An  H&R  BLOCK  Company 


When  they  look  to  you  for 
answers  about  Home  Health  Care, 
have  them  look  at  this. 


% 

A - 


When  home  health  care  is  suggested, 
your  patient’s  first  reaction  is  to  ask 
questions.  How  does  it  work?  How 
do  I know  I’m  getting  what  I need? 

What  about  my  family? 

The  Home  Health  Care  Poster 
enables  these  questions  to  be 
answered  in  a way  your  patients  will 
understand — and  in  a way  that  saves 
you  and  your  staff’s  time.  It  explains 
patient  care  assessment.  It  outlines 
the  role  of  the  physician.  It  relaxes 
apprehensions  about  having  a new  person 
in  the  home.  It  tells  patients  what  they  want 
to  know  about  home  health  care. 

Medical  Personnel  Pool®  provides  this 
poster  as  a public  service  because  physicians 
have  indicated  a need  for  such  an 

Medical  Personnel 


educational  tool.  As  one  of  the 
largest  providers  of  supplemental 
health  care  professionals  in  North 
America,  we  can  assemble  the  team 
that  makes  home  health  care  possible 
from  RN’s  and  therapists  to  compan- 
ions and  homemakers.  Helping  with 
insurance  paperwork  and  claim  veri- 
fication, educating  patients  and  their 
family  about  home  medical  proce- 
dures, and  providing  routine  and 
emergency  transportation  are  just 
some  of  the  added  benefits  of  MPP 
Your  local  Medical  Personnel  Pool 
office  has  a complimentary  poster  and  “take 
home”  literature  to  help  with  your  patients’  ques- 
tions about  home  health  care.  Medical  Personnel 
_ Pool.  Look  to  us  for  answers. 

Pool® 


An  International  Provider  of  Health  Care  Services. 

Corporate  Headquarters:  303  S.E.  17th  Street,  Ft.  Lauderdale,  FL  33316 


Daytona  Beach 

904/258-5321 


* Ft.  Lauderdale 

305/491-4855 


* Hollywood 

305/920-4360 


Jacksonville 

904/725-2633 


Lakeland 

813/687-6419 


Largo 


813/536-0480 


Leesburg 


904/326-4126 


Miami 

305/891-5092 


Orlando 

305/898-6911 


* Sarasota  Stuart  Tampa  Vero  Beach 

813/365-0150  305/283-7065  813/877-9444  305/569-2730 


*A  Medicare  Certified  Home  Health  Agency 
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PRESIDENT’S 

PACE 


FMA  meeting  the  legislative 
challenge 


What  kind  of  legisla- 
tive arm  does  the  Florida 
Medical  Association  need 
in  1985?  This  question 
is  best  answered  by  the 
following  excerpts  from 
the  report  of  James  FI. 

Sammons,  M.D.,  Execu- 
tive Vice  President  of  the 
AMA,  as  presented  at  the 
opening  session  of  the 
AMA  Fiouse  of  Delegates 
in  December  at  the  Interim 
Meeting: 

Nothing  would  please  me  more  than  to  tell  you  that 
we  are  soon  to  enter  upon  a new  era  in  which  we  will  quickly 
solve  all  our  problems,  achieve  all  our  goals  and  confound 
all  our  enemies.  Unfortunately,  we  are  a long  way  from  find- 
ing a New  Jerusalem,  and  I am  afraid  that  we  shall  have  to 
continue  doing  business  where  we  are  — in  the  real  world. 

Accordingly,  I think  it  appropriate  to  start  this  periodic 
report  on  our  organization  with  a word  about  that  world.  It 
is,  above  all,  a complex  and  difficult  environment  replete 
with  powerful,  well-established  organizations  that  include 
the  federal  Congress,  the  Department  of  Health  and  Human 
Resources,  private  industry,  a cluster  of  regulatory  agencies 
and  the  judiciary.  Those  institutions,  moreover,  are  peopled 
with  strong-willed  men  and  women  with  agendas  that  do 
not  necessarily  coincide  with  our  own.  We  must  also  keep 
in  mind  that  we  live  in  a society  with  already  high  expecta- 
tions and  that  we  are  governed  by  political  organizations 
that  are  highly  sensitive  to  the  changing  needs  and  desires 
of  a restless  public.  The  sea  in  which  we  must  swim  teems 
with  other  and  vigorous  forms  of  life. 

To  be  effective  in  the  real  world,  to  deal  successfully 
with  other  institutions,  to  meet  new  public  demands,  to 
respond  to  changing  societal  needs,  is  not  the  simple  matter 
some  people  think  it  is.  When  issues  arise,  they  are  generally 
resolved  through  a parliamentary  process,  a process  charac- 
terized more  by  accommodation  and  compromise  than  by 
clear-cut  victories  and  defeats.  To  operate  successfully  in 


this  world  requires  understanding  the  art  of  the  possible, 
generous  measures  of  restraint  and  sophistication,  plus 
patience  and  staying  power. 

In  periods  of  worry  and  frustration  such  as  we  are 
experiencing  now,  it  is  often  tempting  to  try  the  pat  and 
simple  solutions  that  are  frequently  offered,  to  consider 
changes  that  really  have  little  relevance  to  the  difficulties 
at  hand.  The  usual  result  of  such  actions  is  the  throwing 
out  of  babies  with  the  bath  water.  Rather  than  yield  to 
simplistic  suggestions,  it  has  usually  been  more  effective 
policy,  in  my  experience,  to  stay  focused  on  our  problems, 
to  work  for  a wider  understanding  of  our  viewpoint,  to 
develop  allies  to  aid  us  in  our  causes  and  to  seek  modifica- 
tion of  objectional  statutes  or  pursue  their  overturn  in  the 
courts. 

It  is  clear  that  we  need  the  strongest  and  most 
effective  legislative  arm  that  we  can  develop.  The 
revolution  that  is  currently  sweeping  the  health  care 
delivery  system  is  being  fueled  by  legislative  action 
at  both  the  state  and  the  national  level.  The  Equitable 
Life  Assurance  Society  healthcare  survey  that  was 
carried  out  a few  months  ago  indicates  that  75%  of 
the  American  public  believes  that  the  health  care 
system  in  this  country  needs  major  changes.  Fifty 
percent  said  there  are  some  good  things  in  our  health 
care  system,  but  fundamental  changes  are  needed  to 
make  it  work  better.  This  view  is  shared  by  a majority 
of  health  insurance  executives  (80%),  corporate 
benefits  officers  (79%),  union  leaders  (69%),  and 
hospital  administrators  (56%).  Cost  and  access  are 
of  paramount  concern  to  the  American  public.  Quality 
of  care,  along  with  cost  and  access,  are  major  concerns 
to  physicians.  Physicians  believe  that  quality  of  care 
and  access  are  being  threatened  by  overwhelming 
concern  over  cost  containment.  Every  physician  in 
Florida  in  1985  is  faced  with  changes  in  his  practice 
that  are  disruptive  both  to  his  peace  of  mind  and 
economic  future. 
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Physicians'  response  to  these  changes  and  to 
ominous  legislative  initiatives  must  be  based  on  a 
unified  group  rather  than  individual  action.  Physicians 
who  chose  to  throw  up  their  hands  in  fear  and  frustra- 
tion, and  drop  out  of  their  county  and  state  medical 
societies  and  the  AMA  will  find  themselves  isolated, 
and  will  only  succeed  in  further  exacerbating  the 
turbulent  times  ahead  for  themselves  and  their  col- 
leagues. In  the  legislative  arenas  in  1985,  divisiveness 
among  medical  constituencies  will  bring  great  joy  to 
politicians  and  legislators  and  great  sorrow  to  mem- 
bers of  this  constituency. 

Congress  is  now  considering  recommendations 
for  a continued  freeze  on  physicians'  fees  and  a freeze 
on  hospital  charges  for  Medicare  patients.  A special 
commission  is  to  report  to  the  Congress  by  July  1, 
1985  on  proposed  changes  in  reimbursement  of  phy- 
sicians for  Medicare  patients.  The  changes  that  are 
receiving  the  most  attention  would  involve  placing 
physicians  under  prospective  payment,  such  as  the 
DRGs,  or  using  relative  value  scales  for  reimburse- 
ment. It  seems  unlikely  that  either  of  these  systems 
will  be  adopted  during  1985,  but  it  is  likely  that  one 
or  another  may  be  passed  by  Congress  in  1986.  Gov- 
ernment regulations,  like  the  Baby  Doe  regulation, 
are  taking  away  the  decision-making  authority  of 
the  physician  in  patient  care.  PROs  are  telling  physi- 
cians where  services  to  patients  should  be  rendered 
and  HCFA  has  now  sent  out  a request  for  a proposal 
for  a "Super  PRO." 

The  reaction  of  legislators  at  the  state  level  to 
the  proposed  freeze  on  fees  for  physicians  and  charges 
for  hospitals  for  Medicare  patients  will  be  violent  as 
third  party  payors,  business  coalitions,  and  businesses 
try  to  minimize  the  cost  shift  that  will  inevitably  be 
passed  on  to  private  patients.  Proposals  for  rigid  rate 
setting  for  hospitals  and  all  payor  systems  for  reim- 
bursement to  physicians  are  very  likely. 

Allied  health  groups  continue  their  efforts  to 
preempt  segments  of  medicine  for  themselves.  We 
have  experienced  for  a long  time  the  efforts  of  chiro- 
practors, optometrists,  and  psychologists  to  achieve 
this  goal.  We  are  now  seeing  other  groups  getting  into 
the  act.  No  doubt  the  pharmacists  and  optometrists 
will  be  back  in  1985  with  their  health  care  consultants 
and  prescribing  bills,  which  would  give  the  pharma- 
cists the  legal  authority  to  diagnose  and  prescribe, 
and  optometrists  the  right  to  prescribe,  providing 
both  with  access  to  the  third  party  reimbursement 
system.  I also  learned  during  the  recent  state  legisla- 
tive conference  sponsored  by  the  AMA  of  another 
group  — the  massage  therapists.  This  group  now  has 
28  schools  operating  in  the  United  States,  three 
thousand  members,  and  is  licensed  in  12  states.  It  is 
not  yet  clear  to  me  just  how  a massage  therapist 
would  fit  into  the  health  care  delivery  system,  but 
my  understanding  of  the  services  that  massage  parlors 
provide  would  suggest  that  they  should  not  be  eligible 
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for  participation  in  third  party  reimbursement. 

One  common  characteristic  of  all  these  allied 
health  groups  as  they  seek  to  establish  a place  for 
themselves  in  health  care  delivery,  is  an  effort  to 
first  obtain  licensure  or  legal  certification  and  then 
to  seek  access  to  the  third  party  reimbursement 
system,  followed  by  mandated  coverage  in  all  health 
insurance  contracts. 

Last  year,  the  FMA  established  a Committee  on 
Fiealth  Manpower  to  provide  expertise  in  dealing 
with  the  increasing  number  of  allied  health  groups 
who  are  attempting  to  expand  their  activities  by 
legislative  action. 

Our  major  problem  with  the  professional  liability 
crisis  continues,  of  course,  and  resolution  of  this 
problem  remains  a top  priority  of  the  FMA.  Bills  to 
resolve  this  problem  will  be  considered  again  by  the 
Congress  and  our  State  Legislature. 

The  Florida  Medical  Association  has  had  a legis- 
lative program  for  many  years.  In  1969,  the  FMA 
established  a Capital  Office  in  Tallahassee  with  a 
full-time  legislative  director  and  supporting  staff. 
Because  of  the  early  realization  of  the  relationship 
between  effective  political  action  and  successful 
legislative  efforts,  the  FMA  was  one  of  the  first  state 
medical  associations  to  establish  a political  action 
committee  (FLAMPAC).  Field  offices  of  the  FMA 
with  field  directors  are  now  located  in  Tallahassee, 
Tampa,  Orlando,  and  Miami. 

A key  man  system  (key  contact  program)  was 
developed  many  years  ago  with  a physician  designated 
as  the  key  man  for  each  member  of  the  Legislature 
and  Congress.  Over  the  last  decade,  the  FMA  has 
also  developed  a strong  working  relationship  with 
the  FMA  Auxiliary  in  both  political  and  legislative 
activities.  The  Auxiliary  has  become  a very  strong 
force  in  community  action  and  has  established  a 
comparable  key  contact  system  which  works  in  close 
cooperation  with  that  of  the  FMA.  The  Auxiliary  also 
established  a LegsAlert  system  that  has  proven  to  be 
very  effective  on  behalf  of  the  FMA  in  dealing  with 
legislative  issues  which  require  immediate  action. 

Our  experiences  in  the  legislative  sessions  in 
1983  and  1984  relative  to  the  professional  liability 
issue  and  our  recent  experience  with  Amendment  9, 
indicated  clearly  that  we  needed  to  carefully  examine 
the  legislative  arm  of  the  FMA  to  see  whether  it  is  meet- 
ing the  demands  of  a rapidly  changing  environment. 

Your  Board  of  Governors,  therefore,  authorized 
a review  of  the  legislative  program.  A team  of  consul- 
tants consisting  of  Mr.  Bill  Roberts,  AMA  Division 
of  Medical  Society  Relations,-  Mr.  Bob  Klinglesmith, 
Associate  Executive  Director  of  the  Kentucky  Medical 
Association;  and  Mr.  GregHooser,  Legislative  Counsel 
of  the  Texas  Medical  Association  were  asked  to  come 
to  Florida  and  make  a detailed  on-site  review  of  our 
legislative  and  political  education  activities.  This 
review  was  to  include  the  FMA's  legislative,  PAC, 


field  services  activities,  its  relationships  with  the 
Auxiliary,  county  and  specialty  medical  societies, 
and  other  groups  in  the  health  field  that  have  legisla- 
tive interests  and  concerns. 

The  review  has  now  been  completed  and  we 
have  just  received  a detailed  report  which  indicates 
that  generally  the  FMA's  legislative  efforts  have 
been  historically  very  effective,  and  with  the  excep- 
tion of  its  tort  reform  effort,  compares  very  favorably 
with  that  of  most  other  state  medical  societies.  We 
must  recognize,  however,  in  light  of  Dr.  Sammons' 
remarks,  that  Florida  is  now  a bell  weather  state  for 
change.  Therefore,  we  must  continue  to  respond  to 
the  rapid,  revolutionary  changes  that  are  occurring, 
and  our  legislative  program  should  be  strengthened 
in  every  way  possible. 

This  report  and  the  recommendations  of  the 
consultants  have  received  very  careful  review,  and 
steps  are  already  underway  to  implement  the  recom- 
mendations which  include: 

1.  Careful  evaluation  of  all  staff  responsibilities 
for  the  FMA  legislative  and  political  education 
activities  with  appropriate  action  as  necessary  to 
clarify  and  delineate  the  role,  lines  of  authority 
and  responsibilities  and  functions  of  the  FMA 
headquarters,  capital  and  field  offices  to  ensure 
the  best  possible  coordination  and  operational 
efficiency  in  carrying  out  these  activities. 

2.  Expand  the  responsibilities  of  the  Council  on 
Legislation  in  carrying  out  the  policies  of  the 
House  of  Delegates  using  general  guidelines 
established  by  the  Board  of  Governors. 

3.  Strengthen  working  relationships  with  county 
medical  societies  with  these  efforts  directed 
both  at  the  executives  of  the  county  medical 
societies  and  the  physician  members. 


4.  Stengthen  and  expand  the  cooperative  efforts 
with  the  Auxiliary  in  our  legislative  and  political 
education  activities. 

5.  Develop  a better  working  relationship  with 
specialty  societies  and  their  lobbyists,  if  these 
societies  have  such  lobbyists. 

6.  Develop  a better  working  relationship  with  other 
groups  such  as  business  organizations,  labor 
unions,  civic  and  senior  citizen  organizations. 

7.  Improve  liaison  with  the  executive  and  regula- 
tory branches  of  the  Florida  Government. 

8.  Incorporate  in  the  FMA  legislative  program 
issues  other  than  those  that  are  perceived  by 
the  public  and  the  legislature  to  be  solely  for 
the  benefit  of  physicians. 

9.  Expand  FLAMPAC  activities  to  include  more 
assistance  to  candidates  such  as  benchmark 
surveys,  demographic  studies,  independent 
expenditures  and  more  physician  and  spouse 
participation  in  the  candidates'  campaigns. 

10.  Maximize  efforts  to  keep  physicians  informed 
of  the  Association's  legislative  programs  and 
activities. 

I believe  that  this  analysis  and  refinement  of  the 
legislative  arm  of  the  FMA  will  greatly  enhance  our 
legislative  capability  in  1985  and  in  the  future,  to 
cope  with  the  numerous,  complex,  and  at  times  the 
seemingly  overwhelming  legislative  problems  that 
face  us.  We  will  not  win  on  all  the  issues,  but  our 
chances  of  winning  will  be  greatly  improved. 
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UNIVERSITY  OF  MIAMI  SCHOOL  OF  MEDICINE  — DEPARTMENT  OF  MEDICINE 


TWENTIETH  ANNUAL  POSTGRADUATE  COURSE 

“Internal  Medicine  1985” 


March  3-8,  1985 

SHERATON  BAL  HARBOUR  HOTEL  BAL  HARBOUR,  FLORIDA 


THE  OBJECTIVE  OF  THIS  COURSE,  THE  TWENTIETH  IN  ITS  SERIES,  IS  TO  PROVIDE  AN  ANNUAL  UPDATING 
OF  THE  MOST  USEFUL  RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND  MANAGEMENT  OF  INTERNAL  MEDICAL 
DISORDERS  AS  THEY  ARE  ENCOUNTERED  BY  PRIMARY  CARE  PHYSICIAN  AND  PRACTICING  SPECIALISTS. 


GUEST  FACULTY 


Barry  Brenner,  M.D. 

Samuel  A.  Levine  Professor  of  Medicine 
Harvard  Medical  School 
Boston,  MA 


Professor  Dame  Sheila  Sherlock,  M.D.,  F.R.C.P. 
The  Roya!  Free  Hospital 
London,  England 


D.  Gerain  James,  M.D.,  F.R.C.P. 
Professor  of  Medicine 
Royal  Northern  Hospital 
London,  England 


Jerome  Waye,  M.D. 
Clinical  Professor  of  Medicine 
Mount  Sinai  School  of  Medicine 
New  York,  New  York 


HIGHLIGHTS 


VIDEOTAPE  REVIEW  OF  TOPICS  FOR 
BOARD  REVIEW  IN  INTERNAL  MEDICINE 

Selected  topics  in  Internal  Medicine  updated  by  the 
University  of  Miami  faculty  and  primarily  designed  for 
physicians  preparing  for  Board  Certification  in  Internal 
Medicine  will  be  shown  on  a large  TV  screen. 

PICTORIAL  QUIZ 

Our  teaching  method  will  cover  all  fields  of  Internal 
Medicine  and  will  be  available  throughout  the  meeting. 

VIDEOTAPE  SYMPOSIA 

A large  TV  screen  will  show  selected  subjects  at  specified 
times. 

EXHIBITS 

Selected  Scientific  and  Technical  Exhibits  will  be  on 
display. 


AUDIO  VISUAL  AIDS 

Audio  visual  teaching  aids  (television  sets  with  tape 
players,  slide  projectors  synchronized  with  cassette 
tapes  and  guides)  will  be  available  during  the  meeting 
for  self  instruction  and  reinforcement. 

HOTEL  ATTRACTIONS 

The  Sheraton  Bal  Harbour  Hotel  is  under  new  manage- 
ment with  newly  refurbished  rooms  and  facilities.  In  the 
executive  Bal  Harbour  section  of  Miami  Beach,  the 
Sheraton  Bal  Harbour  towers  above  a ten-acre  tropical 
garden,  with  600  feet  of  private  beach,  an  olympic- 
size  salt  water  pool,  a fresh  water  indoor  pool.  A golf 
course  and  tennis  courts  are  nearby.  The  Bal  Harbour 
Shopping  Center  is  right  across  the  street. 

SPOUSES  ACTIVITIES 
A varied  program  will  be  offered  daily. 


REGISTRATION:  $500/Physician 


$300/Physician  in  Training  (letter  from  Chief  of 
Service  must  accompany  registration) 


FOR  REGISTRATION  AND  INFORMATION  WRITE  TO: 

Jose  S.  Bodes,  M.D. 

Department  of  Medicine  (R760) 

University  of  Miami  School  of  Medicine 
P.O.  Box  016760 
Miami,  Florida  33101 
Phone:  (305)  547-6063 


EDITORIALS 


A covenant  for  1985 


The  profound  immoralities  of  our  time  — cruelty, 
indifference,  injustice  and  the  use  of  exploitation  of 
others  — as  a means  rather  than  as  ends  in  themselves, 
produces  poverty,  racism,  greed,  broken  families, 
blatant  vulgarity  and  social  indifferences,  all  of  which 
needs  to  be  countered  and  overcome. 

In  contemplation,  who  does  not  want  a better 
community  for  himself  or  his  progeny  who  does  not 
want  the  opportunity  to  be  properly  compensated 
for  working  at  what  he  loves  most,  and  who  does  not 
want  a world  in  which  nations  live  at  peace  with  their 
neighboring  nations.  What  better  way  is  there  to 
accomplish  this  than  to  resolve  to  be  better  than  we 
are.  In  this  wish  to  change  to  something  different,  is 
there  not  the  beginning  of  a kind  of  growth  since 
changing  conditions  for  the  better  are  not  accom- 
plished by  doing  more  than  we  can  do  without  first 
becoming  more  than  we  are.  Each  man  is  the  sum  of 
his  own  actions  and  the  worth  of  one's  life  may  not 
always  so  much  be  judged  by  what  he  does  for  others 
but  rather  what  others  do  because  of  the  example 
set.  The  measure  of  a man  is  not  only  what  has  come 
out  of  his  life  but  also  how  he  has  inspired  others,  living 
as  inspiration  to  animate  future  generations.  What 
is  decisive  is  the  set  of  values  one  lives  for,  the 
strengths  and  steadfastness  one  draws  from  one's 
experience,  the  reaching  out  for  growth  rather  than 
the  mere  grasping  of  power  and  possesions,  or  plea- 
sure; for  true  satisfaction  in  life  comes  not  from  the 
accumulation  of  money  or  material  goods  but  rather 
from  the  realization  of  one's  work  well  done. 

In  the  new  year  there  will  be  a world  wide  over 
supply  of  physicians,  increasing  medical  activities 
of  nonphysician  health  care  providers,  increasing 
emphasis  on  hospital  management  as  a business  enter- 
prise and  changing  patterns  of  reimbursement  from 
government  and  third  party  payors.  Most  of  the  time 


laws  follow  and  reflect  social  values,  so  that  legal 
implications  for  the  practice  of  medicine  will  depend 
on  how  society  values  and  perceives  physicians.  Does 
the  public  see  our  profession  as  made  up  of  individ- 
uals selflessly  committed  to  healing  the  sick  and 
comforting  the  suffering  with  compassion  or  does 
society  see  the  physician  as  a highly  trained  techni- 
cal businessman  who  is  in  practice  only  to  maximize 
his  income  and  who  has  little  interest  in  the  needs 
of  those  whom  he  treats?  If  the  latter  is  true,  then 
the  law  will  frown  on  physicians  and  the  indications 
for  the  independent  practice  will  be  bleak. 

We  belong  to  a profession  now  passing  through 
one  of  its  greatest  crises.  Daily,  new  ideas,  new 
restraints  and  new  calls  for  service  will  appear  to  us. 
Hopefully  in  the  new  year  each  of  us  will  continue 
the  highest  standards  in  medical  education,  medical 
research  and  in  providing  access  to  health  care. 

Clyde  M.  Collins,  M.D. 

Jacksonville 

The  right  to  health 
care 

The  right  of  all  Americans  to  health  care  has 
taken  its  place  among  other  great  American  rights 
such  as  freedom  of  speech  and  freedom  of  religion.  I 
first  heard  that  health  care  was  a right  about  15  years 
ago,  presumably  a pronouncement  from  someone 
like  Ted  Kennedy.  The  media,  consumer  groups, 
and  the  political  establishment  embellished  this 
cause  and,  thus,  a new  right  was  born. 
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I believe  that  the  right  to  health  care  means  that 
all  Americans  are  entitled  to  the  availability  of  quality 
health  care.  Unfortunately,  what  has  evolved  is  the 
right  to  free  quality  health  care.  Labor  unions  and 
other  organized  groups  have  for  years  negotiated  first 
dollar  coverage  as  part  of  their  benefit  packages. 
Companies  now  find  themselves  paying  astronomical 
health  insurance  premiums  to  provide  these  benefits 
to  patients  who  have  traditionally  been  insulated 
from  the  costs  of  health  care  and  have  no  incentive 
to  control  costs,  let  alone  to  urge  their  doctor  to 
hold  down  costs.  How  often  have  I heard,  "Spare  no 
expense,  Doc.  I've  got  great  insurance."  The  demand 
for  free  health  care  transcends  all  ages,  but  the  Medi- 
care age  group  seems  to  be  the  most  vocal.  Perhaps  a 
short  lesson  about  the  workings  of  Medicare  is  in 
order  to  educate  the  roughly  200,000,000  of  us  who 
are  too  young  to  be  on  Medicare,  but  are  paying  the 
bills  to  keep  the  system  solvent. 

Contrary  to  popular  belief,  Medicare  is  not  welfare. 
It  was  not  conceived  as  welfare  in  1964  and  is  not 
welfare  now.  Medicare  is  simply  an  insurance  plan 
with  a budget  this  year  of  $76,000,000,000.  A small 
premium  is  deducted  from  social  security  checks,  and 
in  return  patients  are  responsible  for  a $75  annual 
deductible  toward  physician  bills  and  20%  that  Medi- 
care does  not  pay.  There  is  also  a deductible  for  the  first 
day  of  hospitalization.  Supplemental  insurance  cover- 
age can  be  purchased  that  will  even  pay  those  amounts 
that  Medicare  does  not  cover  for  both  hospital  and 
physician  charges.  It  is  a myth  that  senior  citizens 
will  "lose  their  life  savings"  to  catastrophic  medical 
bills,  as  Medicare  will  cover  most  bills  and  every 
physician  and  hospital  I know  will  work  with  anyone 
truly  in  need.  In  an  effort  to  save  money,  Medicare 
has  gradually  decreased  the  amount  they  approve  so 
that  now  they  pay  80%  of  an  amount  that  many  times 
is  nowhere  near  the  usual  fee.  The  senior  citizens,  of 
course,  blame  the  physicians  for  the  fact  that  they 
now  must  pay  more  out  of  pocket,  when  it  is  really 
the  government's  fault  because  they  cannot  deliver 
on  their  promise.  Since  its  inception  the  program 
has  allowed  a physician  and  patient  two  choices  of 
payment.  Either  a patient  can  pay  the  doctor  the  full 
amount  of  his  charge  and  collect  from  Medicare  80% 
of  the  amount  approved,  or  by  "taking  assignment," 
Medicare  sends  a check  directly  to  the  doctor  for  the 
same  80%  of  the  amount  approved  and  the  patient  is 
responsible  for  the  other  20%.  By  law  the  doctor  can- 
not bill  the  patient  for  his  entire  fee  if  he  takes  assign- 
ment unless  his  fee  is  equal  to  the  amount  approved 
by  Medicare.  The  decision  to  take  assignment  can 
be  made  on  an  individual  basis  and  indeed  even  to 
the  extent  of  taking  assignment  for  one  service  but 
not  for  another  on  the  same  patient.  For  years  senior 
citizen  groups  have  lobbied  congress  to  require  all 
doctors  to  take  assignment  and  thus,  prevent  them 
from  billing  patients  for  their  full  fee.  Senior  citizens 
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would,  thus,  save  money  that  could  be  spent  for  other 
needs:  in  some  cases  food;  in  other  cases  Cadillacs. 
However,  by  law,  even  if  mandatory  assignment  was 
implemented,  patients  would  still  be  responsible  for 
some  of  the  bill.  In  the  past  few  years,  as  senior  citizen 
groups  have  become  more  aggressive,  they  are  even 
objecting  to  paying  the  20%  that  they  are  legally 
obligated  to  pay.  They  are  in  essence  demanding 
government  financed,  free  health  care. 

Hardly  a day  goes  by  without  reading  that  the 
Medicare  system  is  going  bankrupt.  Social  security 
taxes  paid  by  the  working  people  of  the  country  are 
high  enough  now  and  slated  to  go  even  higher  to 
cover  the  short  fall  in  the  system.  The  social  security 
system  accounts  for  25%  of  all  federal  spending. 
Presently  3.2  people  pay  into  the  system  for  every  1 
person  drawing  money  out  of  the  system.  In  20  years 
that  ratio  will  be  2:1.  Solutions  to  the  inevitable 
Medicare  bankruptcy  include  raising  the  eligibility 
age  from  65  to  67,  and  gradually  raising  the  deduct- 
ible. But,  perhaps  the  best  solution  to  Medicare's 
problems  does  not  stand  a chance  of  serious  consider- 
ation. The  system  could  become  solvent  by  applying 
a means  of  test  to  benificiaries  and  force  those  who 
could  pay  for  health  insurance  to  pay  for  health 
insurance.  I have  no  objection  to  the  truly  needy 
receiving  government  financed  health  care,  but 
senior  citizen  groups  would  have  us  believe  that 
everyone  over  the  age  of  65  is  on  a fixed  income, 
nearly  indigent,  and  in  need  of  free  health  care. 
Since  when  is  one  needy  simply  because  of  his  age?  I 
am  certain  that  there  are  some  wealthy  senior  citi- 
zens. Why  are  they  getting  government  subsidized 
medical  care?  Why  should  the  retired  bank  president 
living  on  a "fixed  income”  of  interest  and  dividends 
from  his  corporate  retirement  plan  receive  govern- 
ment subsidized  health  care?  At  the  very  least  he 
should  contribute  more  to  the  system  than  a person 
at  or  below  the  poverty  level.  After  all,  the  rest  of  us 
are  being  asked  to  make  sacrifices  in  order  to  save 
the  Medicare  system.  Since  when  did  we  decide  to 
offer  free  quality  health  care  to  a group  based  soley 
on  age? 

If  health  care  is  to  be  a right  then  let  it  be  a right 
of  accessibility  for  all  Americans.  Those  truly  in 
need  without  regard  to  age  should  receive  govern- 
ment assistance.  Employers  should  be  required  to 
offer  health  insurance  guarenteeing  at  least  minimum 
coverage  to  their  employees.  Senior  citizens  who 
can  afford  to  pay  should  pay  some  of  the  costs  of 
their  medical  care.  The  right  to  health  care  carries 
with  it  responsibilities  we  all  must  share. 


Lee  A.  Fischer,  M.D. 
West  Palm  Beach 


will  be  presented  at 

CEDARS  MEDICAL  CENTER 


Friday  and  Saturday,  February  22-23,  1985 


This  is  a practical,  clinically-oriented  course,  carefully  tailored  to  provide  all  concerned  physicians 
with  new  and  useful  methods  for  the  management  of  the  oncology  patient. 

In  addition  to  a faculty  of  highly  respected  medical  oncologists  and  specialists  from  this  area, 
the  course  features  four  guest  speakers:  STEPHEN  K.  CARTER,  M.D.,  New  York;  DON  R. 
GOFFINET,  M.D.,  Stanford  University,  California;  I.  CRAIG  HENDERSON,  M.D.,  Harvard 
Medical  School,  Boston;  ALFRED  S.  KETCH  AM,  M.D.,  University  of  Miami  Medical  School. 

For  registration  and  information  or  further  details,  contact  Thelma  MacGregor,  Medical  Education, 

Cedars  Medical  Center,  Inc.,  1400  NW  12th  Avenue,  Miami,  Fla.  33136  or  phone  (305)  325-5558. 

Accredited  for  CME  11  Vi  hours,  Category  1. 

Hope  to  see  you  there.  Joseph  R.  Rubini,  M.D.,  Program  Director 


a study  evaluating  the  influence  of  pro- 
oxyphene  coadministration  on  the 
larmacokinetics  of  the  oxidatively 
letabolized  benzodiazepines  Xanax® 
Iprazolam)  © and  Valium®  (diazepam)©, 
id  a benzodiazepine  metabolized  by  conju- 
ation,  Ativan®  (lorazepam),  the  following 
suits  were  reported: 

nth  Xanax,  propoxyphene  caused 
large  and  highly  significant 
rolongation  of  half-life  and  impairment 
f total  metabolic  clearance.1 

i the  case  of  Valium,  propoxyphene 
roduced  a small  but  not  statistically 
ignificant  impairment  of  clearance.1 

ropoxyphene  had  no  apparent  effect 
n the  distribution,  half-life  or  clearance 
f Ativan.1 

this  randomized  crossover  study  eight 
3althy  male  and  female  volunteers 
ceived  single  oral  doses  Of  alprazolam 
mg),  six  received  single  IV  doses 
diazepam  (10  mg),  and  five  received 
igle  IV  doses  of  lorazepam  (2  mg), 
ice  in  a drug-free  control  state  and 
lain  during  coadministration  of  pro- 


poxyphene (65  mg  q6h).  Consistent  with 
previous  findings,  this  study  evidences 
that  Ativan  does  not  interact  with 
drugs  that  undergo  oxidative  metabolism.2'5 
In  contrast  to  most  other  benzodiazepines, 
Ativan  does  not  compete  for  the 
cytochrome  P-450  enzyme  system. 

The  clinical  implications  of  the  pharmaco- 
kinetic interaction,  or  non-interaction, 
of  propoxyphene  with  benzodiazepines 
are  not  established  by  this  study.  Even 
without  a pharmacokinetic  interaction, 
propoxyphene  and  benzodiazepines  share 
central  depressant  properties  and  therefore 
should  be  coadministered  with  suitable 
caution.  A concurrent  pharmacokinetic 
interaction  indicates  a need  for  even  further 
caution.  Coadministration  of  propoxy- 
phene and  alprazolam,  for  example,  would 
produce  not  only  the  expected  pharmaco- 
dynamic interaction,  but  also  whatever 
additional  central  depressant  effect  would 
be  produced  by  the  elevated  steady-state 
plasma  concentrations  of  alprazolam  due 
to  its  impaired  clearance. 

Caution  should  also  be  observed  when 
propoxyphene  is  prescribed  for  patients 
who  use  alcohol  to  excess. 
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. Ativan 

lOrOaozepcrri^ 

Anxiety 

See  important  information  on  following  page.  “ 


Briel  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 


tic levels  for  several  months. 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown:  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 

ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 


recommended  during  long-term  therapy. 

CUNICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.P.  Usefulness  of  dialysis  has  not  been  determined. 


, Ativan 

fOllOorazepam) 

Anxiety 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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Call  (305)  531  -2185 


. . . if  you,  ora  physician  you  know 
have  an  alcohol  or  other  drug- 
related  problem. 
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Make  early  cancer  detection  a 
health  hahit  — adopt  a low  cancer 
lifestyle 


We  are  winning  the  War  Against  Cancer  because 
we  treat  cancer  more  effectively,  have  developed 
methods  to  detect  it  earlier  and  have  increased  our 
knowledge  about  ways  to  prevent  it.  Although  we 
now  cure  50%  of  all  cancers,  we  could  markedly 
increase  the  cure  rate  with  an  increased  and  more 
effective  use  of  early  detection  methods.  We  also 
have  the  opportunity  to  reduce  the  incidence  of 
cancer  by  increasing  public  knowledge  about  preven- 
tion while  stimulating  and  strengthening  individual 
motivation  to  change  lifestyles  when  necessary.  The 
primary  care  physician  has  the  optimal  opportunity 
to  make  early  detection  methods  a health  habit  of 
his  patients  and  is  the  one  best  able  to  motivate  his 
patients  to  make  lifestyle  changes  needed  to  prevent 
or  diminish  the  risk  of  cancer.  The  accompanying 
articles  are  a plea  and  a challenge  to  all  who  partake 
to  become  more  active  participants  in  the  War  Against 
Cancer  by  adopting  their  recommendations. 

The  first  article  by  Dr.  Vincent  T.  DeVita  outlines 
the  National  Cancer  Institute  campaign  to  reduce 
cancer  risk  and  the  role  the  physician  can  play  in 
reaching  this  national  goal. 

The  need  for  physician  participation  in  the  effort 
to  control  smoking  and  thereby  diminish  the  harmful 
effects  of  the  use  of  tobacco  is  presented  by  Dr.  Charles 
F.  Tate  Jr. 

Dr.  Arthur  FFolleb  presents  the  dietary  recom- 
mendations adopted  by  the  American  Cancer  Society 
that  are  likely,  in  the  judgment  of  experts,  to  provide  a 
means  of  reducing  cancer  risk. 

The  important  roles  of  BSE  and  mammography 
in  the  early  detection  of  breast  cancer  that  make 
high  five  year  cure  rates  possible  are  outlined  by  Dr. 
Everett  Shocket. 


Dr.  LaSalle  D.  Leffall  presents  the  early  detection, 
diagnosis  and  management  of  colorectal  cancer. 

Drs.  Denis  Cavanagh  and  William  Roberts  discuss 
the  use  of  the  Pap  smear  as  part  of  an  annual  mini- 
cancer screening  examination. 

The  lack  of  knowledge  about  testicular  cancer 
by  young  men  and  the  need  for  knowledge  about  tes- 
ticular self-examination  in  this  rare  but  highly 
curable  cancer  is  discussed  by  Drs.  Gerald  P.  Murphy 
and  K.  Michael  Cummings. 

The  role  of  the  physical  examination  in  the  early 
detection  of  childhood  cancer  and  the  importance  of 
early  emphasis  on  proper  lifestyle  is  presented  by 
Dr.  Albert  H.  Wilkinson  Jr. 

We  appreciate  the  opportunity  granted  by  the 
Editor  of  The  Journal  of  the  Florida  Medical  Association 
to  update  our  colleagues  about  the  status  of  the  detec- 
tion of  early  cancer  and  the  risk  factors  to  be  avoided 
in  order  to  diminish  or  prevent  the  occurrence  of 
cancer.  Accept  this  challenge  to  make  early  cancer 
detection  methods  a health  habit  of  your  patients 
and  to  produce  a cancer  free  world  by  informing  and 
motivating  your  patients  to  adopt  a low  risk  cancer 
lifestyle. 

Adelante! 


Joseph  J.  Zavertnik,  M.D. 
Florida  Cancer  Council 
Guest  Editor 
Miami 
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T 

J_/ast  year  the  National  Cancer  Institute  announced 
its  national  goal:  to  reduce  the  1980  cancer  death 
rate  in  this  country  by  one  half  by  the  year  2000. 
This  is  a reasonable  and  reachable  objective  but  it 
will  require  the  dedication  and  cooperation  of  all  of 
us  in  the  field  of  health  care.  No  segment  of  the 
medical  profession,  I believe,  will  be  more  impor- 
tant to  this  effort  than  the  primary  care  physician. 

In  June  1983  NCI  conducted  a Cancer  Preven- 
tion Awareness  Survey  using  a national  probability 
sample  of  1,876  respondents  interviewed  one  time 
by  telephone.  In  general,  the  results  indicated  that 
myths  and  misconceptions  persist  and  that  percep- 
tions of  risk  and  potential  for  personal  control  over 
cancer  risk  vary  and  are  often  pessimistic. 

Only  38%  of  the  population  expressed  the  belief 
that  cancer  risk  is  related  to  lifestyle.  And  when 
asked  if  they  had  ever  talked  to  a doctor  about  ways 
to  reduce  their  chances  of  getting  cancer,  almost 
86%  said  "no."  But  when  asked  how  likely  they 
would  be  to  follow  a doctor's  advice  on  ways  to  re- 
duce cancer  risk,  almost  two  thirds  said  they  would 
be  "very  likely." 

I think  there  is  a dual  message  to  be  drawn  from 
this  survey.  The  first  is  that  our  patients  need  to 
understand  that  lifestyle  choices  are  indeed  con- 
nected to  cancer  and  that  individuals  have  the 
opportunity  and  the  power  to  reduce  their  cancer 
risks.  The  second  message  is  that  we  physicians 
have  credibility  with  our  patients,  and  they  do  listen 
to  us,  but  we  are  missing  the  boat  if  we  do  not  make 
active  attempts  to  counsel  patients  about  the  ways 
they  can  reduce  their  cancer  risks. 

Last  spring,  Health  and  Human  Services  Secre- 
tary Margaret  M.  Heckler  helped  us  launch  our 
Cancer  Prevention  Awareness  campaign.  The  first 


phase  was  designed  to  reach  the  public  via  the  media 
with  the  message  that  individuals  can  reduce  their 
personal  risk.  Steps  listed  in  the  campaign  include: 

Don't  smoke  or  use  tobacco  in  any  form. 

Eat  foods  high  in  fiber  and  low  in  fat. 

Include  fresh  fruits,  vegetables,  and  whole-grain 
cereals  in  your  daily  diet. 

Health  and  safety  rules  of  your  workplace  should 
be  known  and  followed. 

Avoid  unnecessary  x-rays. 

If  you  drink  alcoholic  beverages,  do  so  only  in 
moderation. 

Avoid  too  much  sunlight;  wear  protective  cloth- 
ing; use  sunscreens. 

A second  phase  of  the  campaign,  begun  last  aut- 
umn, is  directed  at  high-risk  target  groups  and  seeks 
more  involvement  from  health-care  professionals. 

The  efforts  that  we  physicians  can  make  to 
teach  cancer  prevention  to  our  patients  must  be  on- 
going and  unending.  There  is  no  age  group  that  will 
not  benefit  and  no  season  that  should  limit  our 
efforts. 

To  me,  the  opportunity  to  prevent  cancer  is  one 
of  the  most  exciting  challenges  ever.  It  is  an  oppor- 
tunity that  we  can  all  share. 

NCI  resource  materials  • “Quit  for  Good,"  the  new 
smoking  cessation  kit,  includes  posters,  office  tent 
cards,  booklet  for  physicians  on  helping  patients 
stop  and  two  booklets  for  patients,  “Quit  It"  and 
“For  Good."  Each  kit  contains  materials  for  50 
patients. 

“Clearing  the  Air:  A Guide  to  Quitting  Smok- 
ing" offers  a variety  of  approaches  to  quitting 
smoking. 

“Despejando  el  Aire:  Guia  para  Dejar  de 
Fumar,"  Spanish  version  of  “Clearing  the  Air." 


“Good  News,  Better  News,  Best  News:  Cancer 
Prevention"  contains  information  on  cancer  risks  - 
tobacco,  diet,  alcohol,  sun  exposure  — and  simple 
ways  individuals  can  reduce  their  risks. 

“Buenas  Noticias,  Mejores  Noticias,  Las 
Majores  Noticias:  Prevencion  del  Cancer."  Same 
booklet  as  above,  in  Spanish. 

“Lo  Que  Usted  debe  Saber  Sobre  el  Cancer" 
(What  You  Should  Know  About  Cancer)  answers 
questions  about  cancer  causes,  prevention,  treat- 
ments, and  cures,  plus  glossary. 

“Diet,  Nutrition,  and  Cancer  Prevention:  A 
Guide  to  Food  Choices”  discusses  the  reasons  for 
increasing  fiber  and  decreasing  fat,  lists  menus  and 
“choose  more,  choose  less”  charts. 

NCI  Statement:  Dietary  Fiber  and  Lower  Colon 
Cancer  Risk  summarizes  current  data  on  role  of  fiber 
in  cancer  prevention. 

Research  summaries  on  tobacco,  nutrition, 
estrogen,  alcohol,  and  viruses  (for  the  physician).  In- 
depth  reports  on  cause  and  prevention,  symptoms, 
detection  and  diagnosis,  treatment. 

Fact  sheets  on  nine  major  risk  factors  and  on 
risks  for  23  major  cancers  by  site.  Brief  overviews  for 
the  layperson.  (Also  in  press  as  a book,  Cancer  Rates 
and  Risks,  3rd  edition). 

Resource  Directory  lists  organizations  that  con- 
duct smoking  cessation  clinics,  other  information  of 
interest  to  patients. 

All  are  available  from:  Office  of  Cancer  Com- 
munications — Department  F,  National  Cancer 
Institute,  Bethesda,  Maryland  20205. 

For  additional  materials,  ask  for  the  current 
Publications  List. 


• Dr.  DeVita,  Director,  National  Cancer  Institute, 
Bethesda,  MD  20205. 
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garding  the  etiology  of  85%  plus  of  lung  cancer, 
it  is  now  well  established  and  accepted  that  cigarette 
smoking  is  the  culprit  and  if  people  stop  the  inci- 
dence drops.  So  far  as  treatment  is  concerned,  in 
spite  of  billions  of  dollars  in  research  and  treatment 
protocols,  relatively  little  has  been  accomplished  in 
the  saving  of  life.  The  five  year  cure  rate  has  re- 
mained the  same  for  the  past  30  years. 

Why  is  this  so?  Most  people  believe  lung  cancer 
starts  as  a malignant  change  in  one  cell  that  begins 
to  multiply,  a process  measured  by  the  doubling 
rate.  This  rate  varies  with  the  type  of  cancer.  Small 
cell  or  oat  cell  doubles  more  rapidly  than  squamous 
cell. 

On  the  whole,  most  researchers  believe  it  takes 
eight  to  ten  years  for  the  malignant  cells  to  multiply 
enough  for  the  area  to  be  visible  on  an  x-ray,  that 
is  approximately  5-10  mm  in  diameter,  contain- 
ing approximately  1 billion  cancer  cells  each  10 
microns  in  diameter.  During  this  growth  period  of 
predetectability,  the  cancer  is  spreading  to  regional 
or  distant  lymph  nodes  or  organs  and  frequently  a 
distant  symptom  such  as  back  pain  or  convulsions 
may  be  the  first  warning  of  something  wrong.  There 
are  no  pain  fibres  in  the  lung,  thus,  no  really  early 
warning  system.  During  this  previsible  phase,  sputa 
cytology  may  be  positive  if  studied  carefully,  leading 
to  bronchoscopy  and  segment  by  segment  irrigation 
to  localize  the  lesion,  a procedure  not  yet  proven 
practical.  This  long  predetectable  phase  during 
which  spread  of  malignant  cells  is  occurring  is  why 
our  five  year  cure  rate  has  not  changed  for  the  better 
in  the  past  30  years. 

I know  of  nothing  on  the  medical  horizon  to 
indicate  there  will  be  any  change  in  this  picture.  We 
have  better  surgical  techniques  and  better  drugs.  In 
oat  cell  cancer  patients  are  now  living  two  to  three 


years  whereas  they  used  to  last  only  six  months  on 
an  average  after  the  diagnosis  was  made.  This  is  a 
decided  improvement  and  an  area  of  hope  but  over- 
all only  8- 10%  of  patients  with  lung  cancers  will  be 
alive  five  years  after  the  diagnosis  is  made. 

Prevention  • Regardless  of  how  you  look  at  it,  this 
boils  down  to  only  one  answer,  one  approach,  if  we 
ever  plan  to  get  ahead  of  this  killer,  prevention. 
Everyone  by  now  realizes  that  cigarette  smoking  is 
the  culprit  in  85%  of  cases.  Developing  data  suggest 
that  forced  smoking  from  a smoking  spouse  or  in  the 
work  place  from  smoking  workers  may  well  turn 
out  to  be  the  etiology  of  the  other  15%.  Smoking  is 
preventable.  After  approximately  eight  to  ten  years 
without  smoking,  the  smoker's  high  risk  for  coron- 
ary artery  disease  death  tends  to  drop  back  to  the 
nonsmoker's  risk  and  emphysema  progression  drops 
dramatically  almost  at  once.  Thus,  there  is  a triple 
pay  off  for  stopping  smoking. 

However,  the  average  physician  seems  to  have  a 
fatalistic  outlook  regarding  this  problem  and  thus 
does  little  to  truly  get  his  patients  to  stop.  They  feel 
there  is  no  way  to  beat  the  tobacco  industry  so  why 
waste  your  time. 

Many  do  not  feel  they  have  the  time  to  spare 
mostly  due  to  the  previously  mentioned  attitude. 
Most  physicians  do  not  feel  comfortable  in  taking  a 
hard-line  stand  on  this  problem.  By  tradition  physi- 
cians have  been  cautioned  against  self  advertising  or 
getting  the  public's  attention  by  making  public 
appearances,  by  debating  the  issue  on  radio,  or  by 
fighting  for  legislative  changes.  They  have  not  had 
special  training  in  this  area  and  on  the  whole  are 
very  uncomfortable  in  these  situations.  Thus,  there 
has  been  no  massive  physician  led  action  to  do  any- 
thing in  the  legislative  arena  to  control  this  problem. 

It  is  time  for  a change  in  attitude  and  we  physi- 
cians, above  all  people,  should  know  this.  Why?  We 
are  being  crucified  because  we  have  been  apathetic 
in  this  area.  We  are  blamed  for  the  high  cost  of  hos- 
pitalization. Who  has  been  hurt?  We  have.  We  are 
now  shackled  with  regulation  after  regulation.  Our 
fees  are  now  frozen  and  I am  fearful  this  is  just  the 
beginning.  Let's  do  some  hardheaded  thinking. 
Where  do  most  major  health  care  cost  problems 
come  from?  We  have  been  told  over  and  over  in  the 
medical  and  lay  literature  it  is  lifestyle.  Cigarette 
smoking  and  alcoholism  lead  the  list  by  far  and 
away.  Time  and  again  during  rounds  at  Jackson 
Memorial  Hospital,  a fast  screening  has  revealed 
that  60-70%  of  the  patients  on  the  medical  floors 
had  serious  cigarette  or  alcohol  related  illnesses,  and 
we  are  being  blamed! 

Lung  cancer  care  from  diagnosis  to  death  costs 
on  an  average  probably  more  than  $100,000  per  case. 
This  by  no  means  covers  the  total  loss  to  a family's 
future.  How  do  physicians  really  feel  when  they  see 


the  children  standing  around  the  bed  of  a 50-year-old 
father  or  mother  dying  with  lung  cancer.  The  terrific 
emotional  wear  and  strain  cause  many  of  us  to  avoid 
this  type  exposure  unconsciously  as  much  as  we  can. 
Instead  of  reacting  with  anger  and  determination  to  try 
and  prevent  it  in  the  future,  we  avoid  these  stresses 
and  rationalize  our  action  by  saying  there  is  nothing 
we  can  really  do. 

Approximately  1,000  cigarette  related  deaths 
occur  every  day  in  this  nation  at  a terrific  cost, 
approximately  $90  billion  last  year.  Again  who  is 
getting  gored  for  this  terrific  cost?  Wake  up,  good 
doctor,  we  are  being  blamed! 

Of  course,  once  lung  cancer  has  occurred,  the 
cost  and  tragedy  are  inevitable.  Of  course,  once  a 
massive  coronary  occurs,  death  or  intensive  care 
hospitaliztion  follows.  We  cannot  stop  it. 

Coronary  bypass  surgery,  the  most  prevalent 
form  of  major  surgery,  will  go  on  and  the  cost  of  $20 
to  $40  thousand  per  case  will  go  on.  Emphysema  and 
respiratory  failure,  the  most  difficult  and  expensive 
problem  in  the  medical  intensive  care  ward,  will 
continue  along  with  many  other  smoking  related 
illnesses.  We  must  awaken  to  what  is  happening  and 
take  some  aggressive  action  to  prevent  it  because 
most  of  this  disease  can  be  prevented.  In  lung  cancer 
85%  can  be  prevented.  Severe  emphysema  is  rela- 
tively rare  in  a nonsmoker.  Cigarette  smoking  ranks 
as  the  largest  preventable  cause  of  coronary  heart 
disease.  Cigarette  smokers  double  the  incidence  of 
coronary  heart  disease  over  the  nonsmoker.  Two-pack 
a day  smokers  quadruple  the  incidence  of  coronary 
heart  disease  and  triple  the  incidence  of  death  over  the 
nonsmoker.  From  1965  to  1980  over  3 million  pre- 
mature deaths  from  heart  disease  occurred  in  Ameri- 
cans from  cigarette  smoking. 

What  to  do  • There  is  plenty  we  can  do.  We  can  join 
forces  and  support  the  American  Cancer  Society, 
American  Heart  Association,  and  American  Lung 
Association  in  efforts  to  control  smoking  through 
state  legislation  this  year.  These  organizations  have 
joined  forces  in  a common  goal  to  control  smoking. 
This  is  an  historic  action  initiated  by  the  American 
Cancer  Society  in  1982.  The  National  Coalition  on 
Smoking  or  Health  in  Washington,  D.C.  with  full- 
time staff  and  financial  support  from  Cancer,  Heart 
and  Lung  recommends  that  all  states  and  local  areas 
establish  Coalitions  on  Smoking  or  Health  to  imple- 
ment legislative  action  in  this  field. 

We  can  also  talk  to  the  HMOs  and  other  prepay 
organizations  who  profit  by  preventing  major  ill- 
nesses and  hospitalizations.  We  must  convince 
them  that  it  would  be  tremendously  profitable  for 
them  to  join  forces  with  us  to  control  smoking.  We 
can  also  talk  to  big  business  corporations  or  health 
care  coalitions  and  educate  them  regarding  the  effect 
that  the  use  of  tobacco  products  has  on  the  cost  of 
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the  health  care  premium.  We  must  convince  them 
of  the  importance  of  getting  their  employees  to  stop 
smoking.  When  employees  stop  smoking,  the  ter- 
rific decrease  in  medical  care,  loss  of  time  from 
work,  and  improvement  in  employee  morale  that 
occur  are  well  documented. 

We  can  and  we  must  accept  more  responsibility 
for  the  education  of  our  own  patients.  We  can  and 
must  spend  more  time  and  talk  more  explicitly  to 
our  patients  regarding  this  problem.  We  must  con- 
vince Congress  regarding  the  etiology  of  high  medi- 
cal cost.  We  must  raise  taxes  on  cigarettes  to  pay 
this  bill! 

It  is  time  for  a change  in  attitude  and  aggressive 
action. 
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ABSTRACT:  Early  this  year  the  American  Cancer 
Society  for  the  first  time  made  recommendations 
about  nutrition,  issuing  a special  report  about  the 
possible  relationship  between  diet  and  cancer.  The 
report,  “Nutrition  and  Cancer:  Cause  and  Preven- 
tion,’’ contains  guidelines  similar  to  those  issued 
in  1982  by  the  National  Research  Council  of  the 
National  Academy  of  Sciences.  The  Society’s  guide- 
lines go  beyond  those  of  the  Academy  in  two  areas: 
recommending  avoidance  of  obesity  and  suggesting 
increased  intake  of  high  fiber  foods.  Together,  the 
seven  guidelines  represent  an  approach  to  diet  con- 
sistent in  general  with  maintenance  of  good  health 
and  likely,  in  the  judgment  of  experts,  to  provide  a 
means  of  reducing  cancer  risk.  The  primary  care 
physician  can  help  disseminate  this  information  to 
patients  and  monitor  progress  in  achieving  good 
nutritional  habits. 
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In  most  instances  exposure  to  carcinogens  takes 
place  20  to  30  years  before  a statistically  significant 
increase  in  cancer  can  be  detected.  Only  then  can  it 
be  adduced  that  the  increase  may  have  been  caused 
by  exposure  to  specific  carcinogens. 

There  is  now  good  reason  to  suspect  that  dietary 
habits  contribute  to  human  cancer  but  it  is  impor- 
tant to  understand  that  interpretation  of  human 
population  (epidemiologic)  and  laboratory  data  is 
very  complex  and  as  yet  does  not  allow  clear-cut 
conclusions.  Although  associations  of  dietary  pat- 
terns with  various  forms  of  cancer  have  been  found, 
this  does  not  necessarily  imply  causation.  Causation 
is  extremely  difficult  to  establish. 

In  recent  years  a number  of  dietary  constituents 
have  been  found  to  protect  against  occurrence  of 
cancers  in  experimental  animals.  The  diversity  and 
widespread  occurrence  of  these  compounds  in  food 
suggest  that  it  may  be  virtually  impossible  to  con- 
sume a diet  not  containing  substances  that  can 
inhibit  carcinogenesis.  Recognition  of  the  range  of 
inhibitors  in  the  diet  has  led  to  two  major  lines  of 
investigation  currently  being  pursued.  The  first  is 
directed  toward  understanding  the  impact  these 
inhibitors  play  in  preventing  cancer  and,  second, 
how  protective  effects  might  be  enhanced.  Foods 
may  have  constituents  that  cause  or  promote  cancer 
or  protect  against  it. 

No  concrete  dietary  advice  can  be  given  that 
will  guarantee  prevention  of  any  specific  human 
cancer.  The  American  Cancer  Society  nonetheless 
believes  that  there  is  sufficient  inferential  informa- 
tion to  make  a series  of  interim  recommendations 
about  nutrition  that,  in  the  judgment  of  experts,  are 
likely  to  provide  some  measure  of  reducing  cancer 
risk.  These  recommendations  are  consistent  in  gen- 
eral with  the  maintenance  of  good  health.  They  are 
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similar  to  and  largely  drawn  from  background  state- 
ments previously  issued  by  the  American  Cancer 
Society,  National  Research  Council  of  the  National 
Academy  of  Sciences,  and  National  Cancer  Insti- 
tute. As  new  information  is  obtained  from  research, 
the  Society's  recommendations  will  be  changed 
accordingly. 

Recommendations  •Avoid  obesity:  That  obese 
people  are  at  increased  risk  of  certain  cancers  has 
been  demonstrated  by  the  massive  prospective 
study,  Cancer  Prevention  Study  I (CPS  I),  conducted 
by  the  American  Cancer  Society.  This  study,  con- 
ducted over  a 12-year  period  (1960-1972),  found  a 
markedly  increased  incidence  of  cancers  of  the 
uterus,  gallbladder,  kidney,  stomach,  colon,  and 
breast  associated  with  obesity.  In  this  study,  when 
data  for  obese  men  and  women  40%  or  more  over- 
weight were  reviewed,  women  were  found  to  have  a 
55%  greater  risk  and  men  a 33%  greater  risk  of  can- 
cer than  those  of  normal  weight.  Experiments  in 
animals  had  indicated  earlier  that  incidence  is 
reduced  and  life  span  lengthened  by  nutritionally 
adequate  diets  that  maintained  close  to  an  ideal 
weight.  For  people  who  are  obese,  weight  reduction 
may  be  one  way  to  lower  cancer  risk. 

Cut  down  on  total  fat  intake:  Accumulating 
evidence  from  both  human  population  and  labora- 
tory studies  implies  that  excessive  fat  intake  in- 
creases the  chance  of  developing  cancers  of  the 
breast,  colon,  and  prostate.  Excessive  intake  of  both 
saturated  and  unsaturated  fats,  whether  from  plant 
or  animal  sources,  has  been  found  to  enhance 
human  cancer  growth  in  some  studies.  Numerous 
experimental  studies  have  shown  that  high  fat  diets 
increase  the  incidence  of  breast  and  colon  cancer  in 
rats  exposed  to  chemical  carcinogens.  Americans 
consume  about  40%  of  total  calories  as  fat.  A 
decrease  in  the  amount  of  fat  to  30%  of  total  calor- 
ies, on  the  average,  has  been  suggested  in  the  report 
of  the  National  Academy  of  Sciences.  For  most 
people,  this  should  mean  a simple  change  in  food 
habits,  readily  achieved  by  moderation  in  consump- 
tion of  fats,  oils,  and  foods  rich  in  fats  — an  effective 
way  to  reduce  total  calories. 

Eat  more  high  fiber  foods  such  as  whole  grain 
cereals,  fruits,  and  vegetables:  Fiber  is  a term  cover- 
ing many  food  components  not  readily  digested  in 
the  human  intestinal  tract.  These  substances,  abun- 
dant in  whole  grains,  fruits,  and  vegetables,  consist 
largely  of  complex  carbohydrates  of  diverse  chemical 
composition.  Agreement  on  fiber's  role  in  cancer 
prevention  is  not  universal.  Proponents  cite  a large 
body  of  epidemiologic  evidence  that  colon  cancer  is 
low  in  populations  who  live  on  a diet  of  largely  unre- 
fined food  high  in  fiber.  Other  scientists  point  to 
epidemiologic  data  that  do  not  support  a preventive 
role  of  dietary  fiber.  They  suggest  that  since  refined 
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diets  low  in  fiber  are  likely  to  be  high  in  fat,  the 
latter  factor  may  play  a more  prominent  role  in  ele- 
vating cancer  risk  than  a low  fiber  intake.  Even  if 
fiber  itself  may  not  prove  to  have  a protective  effect 
against  cancer,  high  fiber-containing  fruits,  vege- 
tables, and  cereals  can  be  recommended  as  a whole- 
some substitute  for  fatty  foods. 

Include  foods  rich  in  vitamins  A and  C in  the 
daily  diet:  Dark  green  and  deep  yellow  vegetables 
and  certain  fruits  are  rich  in  carotene,  a form  of 
vitamin  A.  Many  laboratory  tests  point  to  vitamin  A 
(and  certain  synthetic  chemicals  related  to  vitamin 
A)  as  reducing  the  incidence  of  certain  cancers  in 
animals,  and  a number  of  human  population  studies 
indicate  that  foods  rich  in  carotene  or  vitamin  A 
may  lower  the  risk  of  cancers  of  the  larynx,  esopha- 
gus, and  lung.  Examples  of  foods  rich  in  carotene  are 
carrots,  tomatoes,  spinach,  apricots,  peaches,  and 
cantaloupes.  Excessive  vitamin  A in  the  form  of  sup- 
plements (tablets  or  capsules)  is  not  recommended 
because  of  possible  toxicity. 

Epidemiologic  studies  indicate  that  people 
whose  diets  are  rich  in  ascorbic  acid  (vitamin  C), 
i.e.,  those  consuming  diets  high  in  fruits  and  vege- 
tables, are  less  likely  to  get  cancer,  particularly  of 
the  stomach  and  esophagus.  It  is  still  uncertain 
whether  it  is  vitamin  C itself  or  other  constituents 
of  the  vitamin  C-containing  fruits  and  vegetables 
that  exert  the  protective  effect.  Vitamin  C can 
inhibit  the  formation  of  carcinogenic  nitrosamines 
in  the  stomach.  The  possible  role  of  this  inhibition 
of  nitrosamine  formation  in  modifying  the  incidence 
of  human  stomach  and  esophageal  cancer  is  not 
known. 

Include  cruciferous  vegetables  such  as  cabbage, 
broccoli,  brussels  sprouts,  kohlrabi,  and  cauliflower 
in  the  diet:  Cruciferous  vegetables  belong  to  the 
mustard  family  whose  plants  have  flowers  with  four 
leaves  in  the  pattern  of  a cross.  Some  epidemiologic 
studies  have  suggested  that  consumption  of  these 
vegetables  may  reduce  the  risk  of  cancer,  particu- 
larly of  the  gastrointestinal  and  respiratory  tracts. 
Tests  in  laboratory  animals  have  revealed  that  the 
inclusion  of  cruciferous  vegetables  in  the  diet  may 
be  highly  effective  in  the  prevention  of  chemically 
induced  cancer.  A great  deal  of  experimental  work  is 
in  progress  to  determine  what  components  of  these 
foods  are  protective  against  cancer. 

Be  moderate  in  consumption  of  alcoholic  bever- 
ages: Heavy  drinkers  of  alcohol,  especially  those 
who  are  also  cigarette  smokers,  are  at  unusually 
high  risk  for  cancers  of  the  oral  cavity,  larynx  and 
esophagus.  Alcohol  abuse  can  result  in  cirrhosis 
which  may  sometimes  lead  to  liver  cancer.  Epidemi- 
ologic studies  in  Africa,  France  and  China  have 
shown  that  the  consumption  of  wine  and  other  alco- 
holic beverages  is  associated  with  a high  risk  of 
esophageal  cancer. 


Be  moderate  in  consumption  of  salt-cured, 
smoked,  and  nitrite-cured  foods:  Conventionally 
smoked  foods  such  as  ham,  some  varieties  of  sausage 
and  fish  absorb  some  of  the  tars  that  arise  from  in- 
complete combustion.  These  tars  contain  numerous 
carcinogens  that  are  similar  chemically  to  the  car- 
cinogenic tars  in  tobacco  smoke.  The  risks  may 
apply  primarily  to  conventionally  smoked  meats  and 
fish.  The  food  processing  industry  is  now  using  a 
"liquid  smoke"  that  is  thought  to  be  less  hazardous. 

There  is  limited  inferential  evidence  that  salt- 
cured  or  pickled  foods  may  increase  the  risk  of 
stomach  and  esophageal  cancer.  In  parts  of  the  world 
where  nitrate  and  nitrite  are  prevalent  in  food  and 
water,  as  in  Colombia,  or  where  cured  and  pickled 
foods  are  common  in  the  diet,  such  as  in  Japan  and 
China,  stomach  and  esophageal  cancers  are  com- 
mon, and  there  is  good  chemical  evidence  that 
nitrate  and  nitrite  can  enhance  nitrosamine  forma- 
tion both  in  foods  and  in  our  digestive  tracts.  Many 
nitrosamines  are  potent  carcinogens  in  animals  and 
may  be  human  carcinogens.  Nitrite  has  been  em- 
ployed traditionally  in  meat  preservation  where  it 
acts  as  a preventive  against  botulism  (food  poisoning) 
and  improves  the  color  and  flavor  of  meats.  The  U.S. 
Department  of  Agriculture  and  the  American  meat 
industry  already  have  substantially  decreased  the 
amount  of  nitrite  in  prepared  meats  and  are  search- 
ing for  improved  methods  of  meat  preservation. 

Topics  of  general  interest  with  no  specific  recom- 
mendations • The  following  substances  or  dietary 
practices  have  received  much  attention  and,  there- 
fore, are  reviewed  but  no  recommendations  are 
made  at  this  time.  All  are  under  investigation. 

Food  additives:  Various  chemicals  are  added  to 
foods  to  improve  color  and  flavor  and  to  prevent 
spoilage.  Some  have  been  found  to  cause  cancer  in 
animals  and  have  been  banned.  Others  are  thought 
to  be  protective  against  carcinogens.  Knowledge 
about  the  possible  cancer  risks  or  benefits  of  food 
additives  is  insufficient  to  warrant  a recommenda- 
tion for  or  against  their  use. 

Vitamin  E:  There  is  no  evidence  that  vitamin  E 
prevents  cancer  in  humans.  While  vitamin  E is  an 
antioxidant,  and  antioxidants  may  prevent  some 
cancers  in  animals,  more  research  is  needed  before 
the  role  of  vitamin  E in  human  cancer  prevention 
can  be  assessed. 

Selenium:  Although  there  is  evidence  that  sel- 
enium, a trace  element,  may  offer  protection  against 
some  cancers,  this  evidence  is  much  too  limited  to 
justify  a recommendation  that  intake  be  increased. 
Because  of  the  potential  hazard  of  poisoning,  the 
medically  unsupervised  use  of  selenium  as  a food 
supplement  cannot  be  recommended. 

Artificial  sweeteners:  At  high  levels,  saccharin 
has  been  shown  to  cause  bladder  cancer  in  rats. 


Epidemiologic  studies  offer  no  clear  evidence  for  an 
increase  in  risk  of  bladder  cancer  among  people  who 
are  moderate  users  of  this  artificial  sweetener.  Of 
possible  concern  is  the  consumption  of  saccharin  by 
children  and  pregnant  women.  The  long-term  con- 
sequences cannot  be  predicted  from  current  epidem- 
iologic data.  New  noncaloric  sweeteners  are  entering 
the  market.  Their  long-term  effects  have  not  yet 
been  studied  in  humans. 

Coffee:  Evidence  about  coffee  as  a risk  factor  in 
human  cancer  is  inconclusive.  Although  some  epi- 
demiologic studies  implicate  high  intake  of  coffee  in 
bladder  and  pancreas  cancers,  others  fail  to  make 
such  a connection.  Available  information  does  not 
suggest  a recommendation  against  its  moderate  use. 
There  is  no  indication  that  caffeine,  which  is  a 
natural  component  of  both  coffee  and  tea,  is  a risk 
factor  in  human  cancer. 

Meat  and  fish  cooked  at  high  temperatures  such 
as  by  frying  or  broiling:  Recent  studies  have  demon- 
strated that  the  cooking  of  meat  and  fish  at  high 
temperatures,  such  as  by  frying  or  broiling,  gives 
rise  to  a number  of  potent  mutagens  (agents  that 
cause  genetic  changes)  in  bacteria  and  some  of  them 
have  induced  cancers  in  animal  tests.  This  subject  is 
now  being  investigated  in  several  laboratories. 

Cholesterol:  Although  cholesterol  is  considered 
to  be  a risk  factor  for  heart  or  blood  vessel  disease, 
there  is  little  evidence  that  a high  cholesterol  intake 
or  a high  cholesterol  level  also  poses  the  risk  of 
cancer.  Evidence  relating  low  blood  cholesterol  to 
human  cancer  in  inconclusive. 

ACS  nutrition  research  • The  Society's  extensive 
research  program  includes  investigations  into  vari- 
ous aspects  of  nutrition.  The  effort  has  been  greatly 
expanded  in  recent  years,  as  research  findings  have 
indicated  a possible  protective  role  of  some  food 
substances  against  cancer.  The  ACS  sponsored  its 
first  symposium  on  nutrition  and  cancer  in  1974.  It 
conducted  another  national  conference  on  nutrition 
in  1979  and  plans  a third  for  1985.  A workshop  con- 
ference on  nutrition  in  cancer  causation  and  preven- 
tion was  held  in  1982. 

Currently  the  Society  is  conducting  in-house 
research  and  is  supporting  24  grants  in  nutrition 
research,  which  together  represent  committed  funds 
of  more  than  $18  million. 

The  American  Cancer  Society's  intramural 
research,  a huge  multiyear  epidemiologic  project 
known  as  Cancer  Prevention  Study  II  (CPS  II),  is 
examining  the  lives,  habits,  activities,  work,  and 
environmental  exposures  of  approximately  1.2 
million  Americans.  Each  participant  has  filled  out  a 
detailed  personal  questionnaire  and  will  be  followed 
by  one  of  75,000  American  Cancer  Society  volunteer 
researchers  for  six  years.  The  current  study  is  pat- 
terned after  CPS  I,  which  started  in  1959  and  pro- 
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duced,  among  other  important  data,  evidence  of  the 
link  between  cigarette  smoking  and  lung  cancer, 
heart  attacks,  and  other  disease  that  led  to  the  land- 
mark Surgeon  General's  Report  on  Smoking  and 
Health  in  1964.  CPS  II  asked  a number  of  new  ques- 
tions about  cancer  and  the  environment.  It  is  hoped 
that  the  study  will  reveal  negative  and  positive  links 
between  diet,  nutrition,  and  cancer.  For  1982-1983 
its  budget  was  $3.2  million,  largely  for  information 
processing;  its  total  budget  is  approximately  $9 
million. 

What  the  primary  care  physician  can  do  • The 

primary  care  physician  is  essential  to  the  education 
of  patients  about  the  role  nutrition  plays  in  helping 
to  reduce  the  risk  of  cancer  and  in  creating  and 
maintaining  good  health  habits. 


Physicians  may  obtain  a free  copy  of  the  com- 
plete Society  statement,  "Nutrition  and  Cancer: 
Cause  and  Prevention  — A Statement  of  the  Ameri- 
can Cancer  Society,"  by  writing  or  calling  their 
local  American  Cancer  Society  Division  or  Unit  and 
requesting  Professional  Education  Publication  (PEP) 
number  3389.  For  the  general  public,  physicians 
may  request  "Nutrition,  Common  Sense  and  Can- 
cer," also  available  free  from  the  local  ACS;  this 
pamphlet  should  be  ordered  by  title,  quantity 
desired,  and  code  number  — LE  2096. 


• Dr.  Holleb,  Senior  Vice  President  for  Medical 
Affairs,  American  Cancer  Society,  777  Third 
Avenue,  New  York,  NY  10017. 
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Breast  self-examination:  a 
patient -physician  partnership 


Everett  Shocket,  M.D. 


ABSTRACT:  Despite  the  proven  diagnostic  value  of 
mammographic  screening,  75%  of  breast  cancers  are 
still  discovered  by  the  patient.  This  accidental  skill 
can  be  perfected  to  discover  earlier  more  curable 
cancers  by  a systematic  monthly  (or  oftener)  self- 
examination.  Physician  or  nurse  teaching  and  ongoing 
physician  encouragement  can  maintain  a patient’s 
enthusiasm.  Breast  self-examination  is  a patient- 
physician  partnership  in  health  care. 
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JJreast  self-examination  is  a structured  formali- 
zation of  a process  that  takes  place  completely 
unstructured  and  quite  frighteningly  each  day,  ie, 
the  finding  by  a woman  of  a lump  in  her  breast.  This 
year  an  estimated  86,000  American  women  (75%  of 
the  expected  115,000  cases  of  breast  cancer  in  the 
United  States)  will  accidently  discover  a breast  lump 
which  on  biopsy  will  be  found  to  be  malignant. 

By  examining  herself  on  a regular  basis,  at  least 
monthly,  the  breast  self-examiner  has  repeatedly 
demonstrated  her  ability  to  detect  new  lumps  some 
of  which  are  early  cancer.  Foster's1  1973  report  from 
the  Vermont  Breast  Cancer  Network  Demonstration 
Project  described  the  malignant  tumor  mean  size  for 
those  women  practicing  BSE  (breast  self-examination) 
to  be  1.97  cm  compared  to  3.59  cm  for  those  not 
practicing  BSE.  In  a subsequent  study  Foster's  group2 
demonstrated  improved  5 year  survivals,  ie,  75% 
five  year  survival  for  those  practicing  BSE  compared 
to  57%  five  year  survival  for  those  not  practicing 
BSE. 

Similarly,  Greenwald  et  al3  from  the  Regional 
Breast  Cancer  Program  for  Northeastern  New  York 
and  Western  Massachusetts  reported  data  which  on 
extrapolation  predicted  a reduced  cancer  mortality 
of  18%  if  BSE  was  practiced  by  all  women  in  the 
United  States.  The  figures  from  the  Brooklyn  Breast 
Cancer  Demonstration  Network  reflect  a 10%  decline 
in  five  year  mortality  with  BSE.4  If  so  effective  and 
so  convenient,  why  has  BSE  required  repetitious 
public  entreaties  by  the  American  Cancer  Society 
and  by  interested  physicians,  nurses,  and  public 
health  workers?  Why  are  women  reluctant  to  initiate 
and  to  practice  BSE? 

In  Gallup  polls  of  public  attitudes,  practices  and 
understanding  in  1973,  1976,  and  1983,  the  incidence 
of  BSE  practice  was  18%,  24%  and  25%  respectively.5  6 
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Interestingly  the  same  polls  revealed  that  95%  of  the 
women  were  aware  of  the  procedure  and  over  77%  of 
those  interviewed  said  it  was  of  value.  Of  those  not 
practicing  BSE  most  (74%)  said  that  they  did  not 
think  they  could  detect  a problem.  Half  simply  pre- 
ferred to  rely  on  their  doctor  and  their  visits  to  him. 
Those  least  likely  to  practice  BSE  were  women  under 
29  years  of  age  and  women  over  50  years  of  age.  Baines,7 
a University  of  Toronto  statistician,  crisply  focuses 
on  the  reason.  There  are  women  who  dislike  touch- 
ing their  breasts.  There  is  the  anxiety  that  comes 
from  feeling  any  lump  in  the  body,  the  haunting  fear 
of  finding  a cancer,  and  the  overwhelming  fear  of 
breast  amputation.  These  fears  demand  physician 
respect  and  compassion  when  teaching  BSE. 

BSE  is  well  practiced  and  pursued  on  a repetitive 
basis  by  women  when  there  is  a conscientious  phy- 
sician involved  in  the  teaching  and  when  there  is 
sympathetic  periodic  reenforcement.7  The  physi- 
cian's commitment  to  BSE  and  his  use  of  each  periodic 
breast  examination  as  an  opportunity  to  review  with 
the  patient  the  self-examination  technique  makes  BSE 
work.  His  professional  breast  examination  should 
include  inquiry  as  to  how  the  patient  is  practicing  BSE, 
when  she  is  doing  it,  and  what  her  findings  have  been. 
The  physician  should  familiarize  the  patient  with  her 
own  breast  topography  by  placing  her  hand  over  what- 
ever thickening  he  may  feel.  The  patient -physician 
partnership  concept  of  BSE  is  thus  enhanced.  They 
are  sharing  information.  Treating  the  patient  as  a 
partner  diminishes  fear  and  encourages  effective 
BSE. 


Technique  • BSE  technique  requires  the  use  of  the 
patient's  flattened  fingers,  using  the  pads  not  the 
fingertips,  in  sequential  examination  of  each  breast. 
It  is  best  done  lying  down,  using  the  right  hand  for 
the  left  breast;  the  left  hand  for  the  right  breast. 
Overlapping  circular  motions  either  radially  from 
12:00  o'clock  near  the  clavicle  toward  the  nipple 
and  from  1:00  o'clock  at  the  periphery  of  the  breast 
toward  the  nipple,  etc.,  in  the  manner  of  Baines,7  or 
transversely  from  one  side  to  the  other,  in  the  manner 
of  Haagensen,8  or  circularly  as  outlined  in  the  brochure 
(Fig.  1)  of  the  American  Cancer  Society.9  Fingers 
lubricated  with  soap  move  more  easily.  Crucial  is 
the  monthly  repetition,  after  the  menses  when  the 
breast  is  least  congested  or  by  the  calendar  once  the 
patient  is  postmenopausal.  Crucial,  too,  is  repeti- 
tion using  the  same  method  always,  whichever  is 
selected.  Lying  down  reduces  the  volume  of  breast 
tissue  between  the  skin  and  the  chest  wall.  As  in 
all  effective  physician  extender  programs,  there 
needs  to  be  ongoing  dialogue  between  the  responsi- 
ble physician  and  the  physician  extender  in  the 
field.  BSE  works  exactly  that  way.  The  physician  is 
first  a teacher  and,  then,  the  available  approachable 
consultant. 
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Fig.  1.  — Booklets  on  breast  cancer,  mammography  and 
the  technique  of  BSE  available  to  any  patient  or  profes- 
sional, gratis,  from  their  county  unit,  American  Cancer 
Society. 


Diagnostic  x-ray  • Has  the  dramatic  diagnostic 
x-ray  breakthrough  changed  the  need  for  BSE?  In  27 
Breast  Cancer  Detection  Demonstration  Projects 
funded  by  the  National  Cancer  Institute  and  the 
American  Cancer  Society,  280,000  volunteers  were 
screened  between  1973  and  1977.  Forty  four  percent 
of  the  cancers  were  found  as  the  result  of  a suspicious 
mammogram  only.  Twenty  six  percent  of  the  cancers 
were  either  noninfiltrating  or  were  infiltrating  but 
less  than  1 cm  in  diameter.  Many  were  not  even  pal- 
pable clinically.10  Clearly,  in  the  best  of  all  hi-tech 
worlds  every  patient  vulnerable  to  breast  cancer,  i.e., 
all  women  over  age  40,  would  have  a periodic  (annual 
or  bienneal)  mammogram.  Indeed,  the  American 
Cancer  Society  guideline  is  precisely  that,  i.e.,  a 
mammogram  every  year  after  age  50  (the  most  vulner- 
able years);  a mammogram  every  year  or  two  between 
age  40  and  50  and  a baseline  mammogram  between 
age  35  and  40.  Such  screening  if  applied  universally 
to  every  American  woman  would  permit  almost 
every  cancer  of  the  breast  to  be  found  before  it  is 
palpable,  preferably  before  it  is  larger  than  0.5  cm. 
Such  malignancies  carry  a 98%  five  year  survival.11 

Yet  in  the  recent  American  College  of  Surgeon's 
survey  involving  12,315  cases  of  breast  cancer 
treated  in  582  hospitals,  each  sophisticated  enough 
to  have  an  American  College  of  Surgeon's  approved 
cancer  program,  only  4%  of  those  12,315  cancers 
were  found  by  mammography  alone.  Seventy  three 
percent  were  found  by  the  patient's  themselves.12 
Why  is  mammography  not  finding  more  cancers  in 
these  hospitals?  Is  it  under  used? 

Mammography  may  be  inappropriately  under 
used  because  of  the  expense,  publicized  risk  of  radia- 
tion, or  physician  or  patient  torpor.  Regarding  the 


publicized  radiation  risk,  the  National  Research 
Council  estimates  that  the  current  1 rad  mammo- 
graphic  exposure  over  a lifetime  could  potentially 
induce  six  breast  cancers  per  year  per  one  million 
persons  so  exposed,  but  at  the  same  time  would 
detect  (and  potentially  cure)  1,000  breast  cancers 
in  the  same  million  people.13  Mammographic  tech- 
niques have  been  skillfully  honed  and  the  radiation 
doses  dramatically  reduced  since  the  pioneer  days  of 
Gershon-Cohen,  Le  Borgne  and  Egan.  Alternative 
technology  such  as  sonography,  thermography  and 
diaphanography  (transillumination)  are  currently 
being  explored  as  nonradiation  alternatives  for  the 
early  diagnosis  of  breast  cancer.  At  this  writing  they 
remain  important  interesting  tools,  but  experimen- 
tal. For  instance,  Sickles14  reports  that  only  58%  of 
cancers  can  be  detected  by  sonography  (ultrasound) 
and  only  8%  of  those  less  than  1 cm  can  be  detected 
sonographically. 

BSE  is  effective  when  it  is  initiated  by  a profes- 
sional (physician  or  nurse),  facilitated  by  an  illustra- 
tive manual  or  film,  and  when  the  patient's  enthusiasm 
is  periodically  renewed  during  the  course  of  each 
professional  breast  check-up.  This  sequence  ensures 
effective  BSE  which  cannot  but  improve  breast  cancer 
detection  and  curability. 
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Colorectal  cancer 


LaSalle  D.  Leffall  Jr.,  M.D. 


ABSTRACT:  Colorectal  cancer  is  the  second  most 
common  cancer  in  the  United  States.  An  estimated 
130,000  new  cases  and  approximately  59,000  deaths 
will  occur  in  1984.  Colon  cancer  is  somewhat  more 
frequent  in  females  and  rectal  cancer  slightly  more 
frequent  in  males.  Three  tests  are  important  in  early 
detection:  digital  rectal  examination,  stool  guaiac 
slide  test,  and  proctosigmoidoscopic  examination. 
To  aid  in  the  proper  use  of  these  procedures  the 
American  Cancer  Society  has  issued  these  guidelines 
for  the  cancer  related  check-up  for  colorectal  cancer: 
(1)  men  and  women  over  50  should  have  a stool  blood 
test  every  year-,  (2)  men  and  women  over  50  should 
have  annual  sigmoidoscopic  examinations  until  two 
consecutive  are  normal  and,  thereafter,  every  three 
to  five  years  and  (3)  men  and  women  over  40  should 
have  a digital  rectal  examination  every  year.  Persons 
who  are  at  a high  risk  of  colorectal  cancer  should 
receive  more  frequent  and  intensive  examinations 
beginning  at  an  earlier  age.  This  includes  persons 
with  familial  polyposis,  Gardner’s  syndrome,  ulcer- 
ative colitis,  history  of  polyps  or  prior  colon  cancer, 
and  family  history  of  cancer  of  the  colon  or  rectum. 
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V^-/olorectal  cancer  is  the  second  most  common 
cancer  (excluding  skin  cancer)  in  the  United  States 
exceeded  in  incidence  and  mortality  only  by  lung 
cancer.  In  1984  there  will  be  an  estimated  90,000 
new  cases  of  colon  cancer  and  40,000  rectal  with 
approximately  59,000  deaths.  The  disease  occurs 
with  almost  equal  frequency  in  the  sexes  although 
colon  cancer  is  somewhat  more  frequent  in  females 
and  rectal  cancer  slightly  more  frequent  in  males. 
Approximately  one  of  20  American  adults  will  have 
cancer  of  the  colon  and  rectum  during  their  lives. 

Epidemiology  and  etiology  • Almost  all  colorectal 
cancers  progress  through  a polyp  (adenoma)  phase 
before  they  become  malignant.  These  adenomas  range 
in  diameter  from  several  millimeters  to  several  cen- 
timeters. The  evidence  in  support  of  the  colorectal 
adenoma-carcinoma  sequence  is  as  follows:  (1)  one 
third  of  operative  specimens  of  colon  cancer  have  at 
least  one  adenomatous  polyp;  (2)  invasive  cancer 
frequently  has  been  contiguous  with  adenomatous 
tissue;  in  fact,  there  is  a spectrum  of  change  from 
benign  adenomatous  tissue  to  dysplasia  or  atypia  to 
focal  cancer  to  invasive  cancer;  (3)  the  growth  of 
adenomas  is  characterized  by  increasing  cellular  atypia 
and  increasingly  abnormal  chromosomal  patterns 
similar  to  those  seen  in  invasive  cancer;  (4)  the 
many  adenomatous  polyps  that  characterize  familial 
polyposis,  a well -recognized  premalignant  state, 
histologically  are  similar  to  adenomas  that  occur  as 
individual  lesions;  (5)  patients  who  refuse  poly- 
pectomy usually  develop  cancer  in  the  polyp,  and  (6) 
if  cancer  was  to  arise  frequently  de  novo  from  flat 
mucosa,  the  occurrence  of  small  mucosal  lesions, 
ie,  0.5  cm,  would  be  expected  to  be  a more  common 
finding. 


That  the  majority  of  colorectal  cancer  patients 
are  over  age  40  evidently  reflects  the  unusually  long 
induction  time  for  a cancer  to  become  clinically 
apparent  — perhaps  five  to  ten  years  or  longer.  Since 
it  takes  so  long  for  an  adenoma  to  develop  and  then 
transform  into  a carcinoma,  it  is  understandable 
that  the  incidence  of  colorectal  cancer  increases  with 
age.  Only  a small  proportion  of  adenomas  develops 
into  cancer  but  the  presence  of  an  adenoma  puts  a 
patient  at  increased  risk  for  colorectal  cancer.  The 
removal  of  adenomas  detected  by  sigmoidoscopy 
sharply  reduces  the  incidence  of  rectosigmoid  cancer 
in  the  examined  bowel. 

The  cause  of  colorectal  cancer  is  unknown  but 
three  predisposing  factors  are  genetics,  environmental 
toxins,  and  diet.  Colorectal  cancer  may  be  related  to 
genetics  but  the  inheritance  of  this  mutational  phe- 
nomenon remains  to  be  demonstrated.  Nevertheless, 
colorectal  cancer  occurs  three  times  more  often  among 
first -degree  relatives,  ie,  children,  parents  and  siblings, 
of  persons  with  the  disease  than  it  does  in  the  general 
population.  Inherited  adenoma-forming  diseases 
known  to  put  persons  at  increased  risk  for  colorectal 
cancer  include:  (1)  familial  polyposis  syndromes 
including  familial  polyposis;  Gardner's  syndrome; 
Peutz-Jeghers  syndrome,  and  juvenile  polyposis,  (2) 
nonpolyposis  inherited  colorectal  cancer  including 
site-specific  colorectal  cancer,  and  cancer  family 
syndrome.  When  adding  the  number  of  colorectal 
cancers  associated  with  these  inherited  conditions, 
the  sum  amounts  to  only  10-20%  of  the  total.  Sus- 
pected but  not  proven  environmental  toxins  asso- 
ciated with  colorectal  cancer  include  machinist's 
cutting  oils,  smoke,  asbestos,  woodworker's  glue, 
carpet  dust  and  crop  protection  agents.  Most  of  the 
current  evidence,  however,  suggests  that  colorectal 
cancer  may  be  attributable  to  a dietary  imbalance 
specifically  a high-fat/low-fiber  diet.  As  with  the 
environmental  toxins,  the  evidence  is  primarily  cor- 
relational and,  therefore,  does  not  establish  a cause 
and  effect  relationship. 

Since  almost  all  colorectal  cancers  arise  from 
adenomas,  the  primary  high-risk  factor  is  the  presence 
of  an  adenoma  or  adenomas.  Histologically,  there  are 
three  types  of  colorectal  adenomas:  tubular  adenomas 
(most  common);  villous  adenomas,  and  tubulovillous 
adenomas.  The  majority  (95%)  never  become  malig- 
nant, only  about  5%  actually  progress  to  cancer. 
Tubular  adenomas  have  a low  malignant  potential 
while  adenomas  with  a villous  component  have  the 
greatest.  The  probability  of  adenomas  becoming 
malignant  is  related  directly  to  their  number,  size, 
degree  of  villous  transformation  and  presence  or 
absence  of  dysplasia. 

Inflammatory  bowel  disease  constitutes  about 
the  only  nongenetic  predisposition  to  colorectal 
cancer,  although  the  disease  itself  may  be  an  inherited 
condition.  Regardless  of  age,  a patient  with  long- 


standing ulcerative  colitis  is  five  to  ten  times  more 
likely  to  have  colorectal  cancer  than  the  general 
population,-  about  35-50%  of  such  patients  develop 
cancer.  The  longer  a patient  has  colitis  and  the  more 
extensive  it  is  the  greater  the  cancer  risk.  If  colitis 
involves  only  the  left  side,  it  must  be  present  for  at 
least  15  years  before  the  cancer  risk  increases.  If 
colitis  involves  the  entire  colon,  then  it  need  be  pre- 
sent for  only  seven  years  to  increase  the  risk  of  cancer. 
Onset  in  childhood  has  no  bearing  on  risk,  except  as 
it  relates  to  the  seven  or  15  year  duration.  Regardless 
of  the  extent  of  colitis,  however,  the  risk,  once  it 
begins,  is  the  same.  Crohn's  disease  (granulomatous 
enterocolitis)  is  considered  premalignant  especially 
when  age  of  onset  is  before  21  years.  The  magnitude 
of  the  risk  for  colorectal  cancer,  however,  is  much 
less  than  that  associated  with  ulcerative  colitis.  As 
with  Gardner's  syndrome,  there  is  a low  incidence 
of  small  bowel  adenocarcinoma  associated  with 
Crohn's  disease. 

Clinical  findings  and  diagnosis  • The  symptoms 
and  signs  of  colorectal  cancer  are  rectal  bleeding, 
anemia,  change  in  bowel  habits  and  abdominal  pain. 
Rectal  bleeding  is  the  principal  symptom  and  tends 
to  be  occult  and  intermittent.  Unexplained  iron 
deficiency  anemia  should  raise  suspicion  about  pos- 
sible colorectal  carcinomas  or  adenomas.  Alterations 
in  bowel  habits  are  likely  to  include  flatulence,  diar- 
rhea, constipation,  decreased  stool  diameter,  and  a 
sensation  of  incomplete  evacuation.  A patient's 
complaint  of  ill-defined  abdominal  discomfort,  mild 
cramps,  or  pain  may  well  be  caused  by  an  obstructing 
colon  lesion  usually  on  the  left  side.  When  pain  is 
associated  with  right  colon  cancer,  it  usually  is  a 
vague  sensation  that  resembles  pain  caused  by  gall- 
bladder or  peptic  ulcer  disease. 

In  addition  to  routine  physical  examination  and 
history  taking,  there  are  four  diagnostic  procedures 
that  should  be  performed  on  most  patients  suspected 
of  having  colorectal  cancer:  digital  rectal  examination, 
proctosigmoidoscopy  (flexible  or  rigid),  barium  enema, 
and  colonoscopy.  Digital  rectal  examination  was  once 
sufficient  to  detect  30%  of  all  colorectal  lesions  but 
with  a proximal  redistribution  of  neoplasia  occurring 
over  the  past  20  years,  it  now  can  detect  only  about 
10%  of  all  such  lesions.  Similarly,  the  estimated  yield 
with  the  standard  proctosigmoidoscopic  examination 
has  decreased  from  75%  to  about  50%.  Barium  enema 
and  colonoscopy  are  complementary  and  thus  aid  in 
determining  the  presence  or  absence  of  synchronous 
lesions.  The  use  of  colonoscopy  in  patients  with  col- 
orectal cancer  begins  preoperatively.  Two  to  five 
percent  of  such  patients  will  have  synchronous  car- 
cinoma elsewhere  in  the  colon  and  40%  to  50%  will 
concurrently  have  one  or  more  adenomas.  Patients 
whose  obstructive  tumor,  clinical  condition,  or 
incomplete  bowel  preparation  preclude  preoperative 
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total  colonoscopy  should  undergo  this  procedure 
within  three  to  six  months  after  operation.  The 
high  risk  of  subsequent  metachronous  carcinoma 
(3%  to  5%)  and  adenoma  (10%  to  30%)  in  these 
patients  has  led  many  clinicians  to  adopt  annual  total 
colonoscopy  as  the  primary  means  of  intraluminal 
surveillance.  However  the  adequately  performed 
barium  enema  with  air  contrast  in  a well  prepared 
colon  remains  of  value  in  diagnosis  and  follow-up 
and  may  be  used  to  complement  colonoscopy  with 
colonoscopy  and  barium  enema  alternating  on  an 
annual  basis.  If  either  is  unsatisfactory,  the  other 
should  be  performed. 

Screening  and  survival  • Preliminary  results  of 
screening  for  colorectal  cancer  appear  promising. 
However,  there  are  insufficient  data  now  available 
to  know  if  the  use  of  the  stool  blood  test  can  decrease 
mortality.  Clinical  trials  are  now  underway  and  their 
early  results  are  expected  in  four  to  five  years.  Because 
of  the  limitations  of  the  test  and  the  intermittent 
nature  of  bleeding  from  colorectal  cancer  or  adenomas, 
all  persons  over  50  years  of  age  should  be  regularly 
followed  in  the  health  care  system  regardless  of  the 
outcome  of  the  stool  blood  test.  The  following  tests 
are  important  in  the  early  detection  of  colorectal 
cancer:  digital  rectal  examination,  stool  guaiac  slide 
test,  and  proctosigmoidoscopic  examination  (rigid 
or  flexible).  The  fecal  occult  blood  test  will  detect 
90%  of  all  patients  screened  who  actually  have  col- 
orectal lesions  that  bleed.  It  is  a relatively  sensitive 
and  specific  test  with  acceptable  false  negative  and 
false  positive  rates  when  used  appropriately. 

The  use  of  commerically  available  guaiac  impreg- 
nated slides  is  a simple,  inexpensive  and  esthetically 
acceptable  method  of  testing  the  feces  for  blood. 
Patients  are  asked  to  prepare  at  home  six  stool  slides 
from  three  consecutive  daily  bowel  movements  (two 
slides  per  day).  To  increase  the  accuracy  and  dis- 
criminating ability  of  the  stool  analysis,  Greegor 
believes  that  a special  meat-free,  high-residue  diet 
should  be  implemented  at  least  24  hours  before  the 
first  stool  specimen  is  collected  and  then  during  the 
next  three  days.  The  diet  should  contain  (a)  no 
meat,  fish  or  chicken,-  (b)  plenty  of  vegetables  — 
both  raw  and  cooked,  especially  lettuce,  spinach  and 
corn,-  (c)  plenty  of  fruit,  especially  prunes,  grapes, 
plums  and  apples,  and  (d)  bran  for  the  daily  cereal. 
Iron  and  aspirin  should  be  avoided  because  they  may 
cause  gastric  irritation  yielding  false  positive  results 
while  vitamin  C can  interfere  with  the  preoxidase 
reaction  causing  false  negative  results.  Fecal  occult 
blood  testing  is  done  without  hydration  to  decrease 
the  incidence  of  false  positive  reactions.  Preliminary 
data  obtained  from  various  centers  around  the  country 
indicate  an  apparent  definite  advantage  of  fecal  blood 
screening  to  detect  asymptomatic  polyps  and  cancers. 
Preliminary  results  of  Winawer  and  his  associates 
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include:  (1)  rate  of  positive  slides  of  1-4%;  (2)  pre- 
dictive value  for  neoplasia  of  44-50%;  (3)  favorable 
Dukes'  staging  of  cancer  in  the  study  group,  and  (4) 
high  patient  compliance. 

To  aid  in  the  proper  use  of  these  procedures  the 
American  Cancer  Society  has  issued  these  guidelines 
for  the  cancer  related  check-up  for  colorectal  cancer: 

( 1 ) men  and  women  over  50  should  have  a stool  blood 
test  every  year,-  (2)  men  and  women  over  50  should 
have  annual  sigmoidoscopic  examinations  until  two 
consecutive  examinations  are  normal,  and,  thereafter, 
every  three  to  five  years,  and  (3)  men  and  women 
over  40  should  have  a digital  rectal  examination 
every  year.  Persons  who  are  at  high  risk  of  develop- 
ing colorectal  cancer  should  receive  more  frequent 
and  intensive  examinations,  beginning  at  an  earlier 
age.  This  includes  persons  with  familial  polyposis, 
Gardner's  syndrome,  ulcerative  colitis,  a history  of 
polyps  or  prior  colon  cancer  and  a family  history  of 
colorectal  cancer. 

Approximately  55%  of  patients  with  colorectal 
cancer  have  lymph  node  or  distant  metastases  at  the 
time  of  diagnosis.  The  relatively  low  five-year  survi- 
val rate  of  45%  is  primarily  related  to  late  diagnosis. 
Therefore,  prevention  and  early  detection  are  impor- 
tant. The  two  major  areas  of  interest  in  prevention 
are:  effect  of  polypectomy  for  all  polyps  seen  at  endo- 
scopy, and  role  of  decreased  fat  and  increased  fiber  in 
the  diet. 

Screening  is  done  to  detect  colorectal  cancer  in 
its  earliest  stages.  As  expected  the  five  year  survival 
is  directly  related  to  the  stages  according  to  Dukes' 
classification:  (a)  Dukes  A,  70-80%,  (b)  Dukes  B,  50- 
60%,  and  (c)  Dukes  C,  30-40%.  Although  advances 
have  been  made  in  the  diagnosis  and  management  of 
colorectal  cancer,  the  five  and  ten  year  survival  rates 
have  improved  only  slightly  over  the  past  30  years. 
Whereas  75%  of  all  patients  with  the  disease  could 
be  saved  if  it  were  detected  at  an  early  stage,  only 
45%  currently  survive  for  five  years. 

Carcinoembryonic  antigen  • Carcinoembryonic 
antigen  (CEA),  a glycoprotein  located  on  the  surface 
of  the  carcinoma  cell,  has  proved  to  be  disappointing 
as  a screening  test  for  colorectal  cancer.  In  most 
studies  of  patients  with  localized  disease,  between 
30%  and  60%  have  increased  levels,  whereas  posi- 
tivity approaches  100%  when  dissemination  occurs. 
A small  group  of  patients  with  widely  disseminated, 
poorly  differentiated  adenocarcinoma  fails  to  dem- 
onstrate raised  levels  which  suggests  that  poorly 
differentiated  lesions  do  not  produce  CEA.  False  pos- 
itive levels  have  been  demonstrated  among  smokers 
and  those  with  other  gastrointestinal  cancer,  uterine 
cancer,  lung  cancer,  lymphoma,  carcinoma  of  the  oro- 
pharynx, and  inflammatory  bowel  disease.  Although 
its  value  as  a diagnostic  screening  test  is  limited,  a 
CEA  determination  is  the  most  accurate  test  available 


for  early  detection  of  metastatic  disease  after  appar- 
ently curative  resection  of  colorectal  carcinoma.  An 
elevated  preoperative  CEA  level  that  does  not  revert 
to  normal  postoperatively  is  highly  suggestive  of 
residual  cancer.  Although  many  patients  with  localized 
colorectal  cancer  have  normal  preoperative  serum 
levels,  those  that  do  not  have  elevated  preoperative 
levels  have  an  increased  incidence  (approximately 
2:1)  of  subsequent  recurrence.  Serial  CEA  determi- 
nations are  done  every  two  months  for  three  years 
and  any  rise  above  normal  is  investigated  thoroughly. 
Lower  CEA  levels,  shorter  interval  between  detection 
and  operation,  and  a slow  rate  of  elevation  increase 
resectability.  Thus,  exploratory  laparotomy  is  recom- 
mended for  a rising  CEA  even  in  the  face  of  a negative 
work-up.  Postoperative  elevation  of  the  CEA  levels 
appears  to  be  more  accurate  than  clinical  examina- 
tion, alkaline  phosphatase,  or  any  other  screening 
test  in  the  early  detection  of  recurrence  and  precedes 
symptoms  from  the  recurrence  by  months.  Unfor- 
tunately second-look  procedures  for  metastatic 
disease  yield  few  cures.  Recurrent  disease  at  second- 
look  procedures  has  been  documented  in  90%  of 
patients  with  postoperative  elevation  of  CEA.  The 
predictability  of  finding  recurrent  disease  relates  to 
the  level  of  CEA.  Resectable  recurrent  disease  is 
more  likely  with  lower  elevations  of  CEA.  The  speed 
of  elevation  of  CEA  level  related  to  the  date  of  opera- 
tion seems  to  be  more  important:  a rapid  rise  suggests 
metastatic  disease,  whereas  a more  delayed  elevation 
suggests  a local  recurrence. 

Management  • Surgical  resection  remains  the  treat- 
ment of  choice  in  colorectal  cancer.  An  adequate 
cancer  operation  involves  removal  of  the  primary 
tumor  and  wide  excision  of  the  mesentery  with  its 
contained  regional  lymph  nodes  and  lymphovascular 
pathways.  Two  technical  features  are  important: 
ligation  of  the  lumen  proximal  and  distal  to  the 
lesion  to  prevent  intraluminal  spread  during  the 
course  of  operative  manipulation,  and  ligation  of  the 
lymphovascular  bundles  at  the  base  of  the  mesentery 
to  prevent  systemic  spread  along  these  routes. 

Radiation  therapy  and  chemotherapy  may  be  used 
also,  especially  for  rectal  neoplasms.  For  those  patients 
in  whom  a diagnosis  of  colorectal  cancer  is  established, 


the  optimal  goal  is  to  effect  cure.  The  preoperative 
evaluation  includes  a general  medical  work-up,  blood 
tests  including  carcinoembryonic  antigen,  chest  radio- 
graphy, intravenous  pyelography  and  liver  scan,  if 
indicated.  The  abdomen  should  be  explored  to  deter- 
mine the  extent  of  intraabdominal  spread.  Mechanical 
cleansing  of  the  bowel  is  necessary  to  reduce  infec- 
tion and  can  be  accomplished  by  laxatives,  enemas 
and  a clear-liquid  diet  for  two  to  three  days  preoper- 
atively.  On  occasion,  preoperative  parenteral  nutri- 
tion may  be  indicated  to  restore  adequate  nutrition 
in  patients  who  are  depleted  such  as  those  with  active 
inflammatory  bowel  disease.  It  is  desirable  to  admin- 
ister intravenous  antibiotics  one  to  two  hours  pre- 
operatively,  intraoperatively  and  24-48  hours  post- 
operatively to  decrease  infection. 

Continuing  medical  education  • To  increase  early 
detection  of  colorectal  cancer,  Health  Learning 
Systems,  Inc.  (800-526-6312)  has  developed  and 
produced  a national  accredited  continuing  medical 
education  course  entitled  "Colorectal  Cancer: 
Essentials  For  Primary  Care  Physicians.”  The  com- 
plete course  was  designed  by  an  independent  faculty 
of  experts  in  gastrointestinal  and  family  medicine. 
Sponsored  by  the  Memorial  Sloan  Kettering  Cancer 
Center,  the  course  is  provided  in  cooperation  with 
the  American  Cancer  Society,  American  College  of 
Gastroenterology,  American  Society  for  Gastroin- 
testinal Endoscopy,  American  Society  of  Colon  and 
Rectal  Surgeons,  International  Workgroup  on  Col- 
orectal Cancer  and  the  National  Cancer  Institute. 
The  objective  is  to  elicit  maximal  involvement  of 
primary  care  physicians  in  the  early  detection, 
diagnosis,  management  and  follow-up  of  colorectal 
cancer. 


(References  available  from  author  upon  request.) 
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Early  detection  of  uterine  cancer 


Denis  Cavanagh,  M.D.  and  William  S.  Roberts,  M.D. 


ABSTRACT:  Carcinoma  of  the  cervix  and  its  pre- 
cursors can  be  detected  effectively  by  routine  cyto- 
logic screening.  However,  a patient  with  an  obvious 
lesion  should  have  a cervical  biopsy  performed.  The 
perfunctory  “annual  Pap  smear’’  has  fallen  into 
some  disrepute;  it  should  be  replaced  with  an  annual 
minicancer  screening  examination.  In  this,  a woman 
should  have  her  breasts,  reproductive  organs,  and 
rectum  examined  with  a Papanicolaou  smear  being 
performed  at  the  same  time. 

The  Papanicolaou  smear  is  not  a good  screening 
device  for  endometrial  cancer,  being  positive  in  only 
about  50%  of  cases.  Routine  endometrial  tissue 
sampling  would  be  the  best  method  but  this  is  not 
cost  effective.  A high  index  of  suspicion  on  the  part 
of  the  primary  physician  is  essential  if  the  death  rate 
from  endometrial  cancer  is  to  be  reduced,  and  any 
woman  with  perimenopausal  or  postmenopausal 
bleeding  should  have  a fractional  curettage. 
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V— /ancer  of  the  uterus  is  a loose  term  embracing 
all  primary  malignancies  of  the  cervix  and  uterine 
body.  The  two  most  common  cancers  are  those  of 
the  uterine  cervix  and  of  the  endometrium.  The 
cervix  and  uterine  cavity  are  readily  accessible  to 
clinical  examination  so  theoretically  early  detection 
of  these  malignancies  should  be  easy.  In  addition, 
both  of  these  cancers  are  preceded  by  noninvasive 
precursor  lesions  in  the  majority  of  cases  so  their 
treatment  should  almost  eliminate  uterine  cancer  as 
a cause  of  death.  However,  the  problem  is  to  ac- 
quaint the  patient  with  the  "danger  signs"  for 
uterine  cancer  and  primary  care  physicians  with  the 
value  and  limitations  of  the  Papanicolaou  smear  as  a 
screening  method. 

Carcinoma  of  the  cervix  • Cytology  screening  came 
into  full  clinical  use  in  the  United  States  after  publi- 
cation of  the  work  of  Papanicolaou  and  Traut1  in 
1941.  Precursors  of  invasive  cervical  cancer  were 
identified  as  early  as  1886  by  Williams.2  Since  then 
our  understanding  of  the  natural  history  of  these 
precursors  has  increased  remarkably.  In  the  1960s 
Richart3  integrated  the  many  terminologies  used  to 
describe  these  precursors  into  a single  term  called 
cervical  intraepithelial  neoplasia  or  CIN.  CIN  is 
divided  into  three  categories  depending  on  the  sever- 
ity of  the  cellular  atypia  and  depth  of  the  epithelium 
involved.  CIN  1 involves  V6  to  Vi  the  thickness  of  the 
epithelium,  and  was  previously  called  mild  dys- 
plasia. CIN  2 involves  Vi  to  2A  of  the  epithelium  and 
was  previously  called  moderate  dysplasia.  CIN  3 
involves  essentially  the  full  thickness  of  the  epithel- 
ium. This  term  now  encompasses  both  severe  dys- 
plasia and  carcinoma  in  situ  which  for  many  years 
have  been  known  to  be  prognostically  inseparable. 


It  has  been  shown  that  CIN  will  usually  progress 
from  1 to  2,  then  3,  and  finally  to  invasive  cancer 
over  a relatively  long  period  of  time.  Although  in 
some  patients  CIN  will  regress  and  in  others  the 
degree  will  remain  the  same,  there  is  no  way  to 
determine  at  present  which  will  develop  progressive 
disease.  In  one  of  our  screening  studies4  the  modal 
age  for  CIN  1 and  2 was  20-29,  for  CIN  3 it  was 
30-45  and  for  invasive  cancer  over  45,  and  this  age 
spread  for  the  different  grades  of  CIN  is  typical.  As 
Richart5  has  pointed  out,  if  patients  with  CIN  are 
followed  with  colposcopy  and  cytology,  and  not 
biopsied,  the  great  majority  will  develop  progressive 
disease.  Several  studies  have  supported  this  by  docu- 
menting progression  from  intraepithelial  to  invasive 
cancer.  The  most  convincing  of  these  is  that  of 
Peterson6  who  followed  127  patients  with  untreated 
carcinoma  in  situ  of  the  cervix  and  found  that  in 
38%  invasive  cancer  developed  within  20  years. 

Screening  women  for  carcinoma  of  the  cervix  in 
the  United  States  has  resulted  in  a decrease  in  inci- 
dence rate  from  42  per  100,000  women  per  year  in 
1948  to  18  per  100,000  per  year  in  1981. 7 Even  so, 
there  will  be  approximately  16,000  new  cases  and 
7,000  deaths  from  invasive  cervical  carcinoma  this 
year.8  Optimal  screening  should  drastically  reduce 
the  number  of  deaths  by  detecting  cervical  cancer  at 
an  early  and  curable  stage.  However,  this  will  be  no 
small  task  with  approximately  350,000  new  cases  of 
CIN  expected  in  this  country  this  year,  and  this 
represents  a continuing  rise  in  the  incidence  of  pre- 
invasive  cervical  cancer. 

Cervical  cancer  detection  • Vaginal  speculum 
examination  is  an  integral  part  of  the  pelvic  examin- 
ation. If  no  obvious  lesion  is  present,  then  only  a 
Papanicolaou  smear  needs  to  be  done.  However,  if  a 
lesion  is  present,  a biopsy  should  also  be  performed. 
A Papanicolaou  smear  alone  is  not  adequate  in  this 
case,  because  approximately  15%  of  patients  with 
invasive  carcinoma  have  a negative  Papanicolaou 
smear.  It  is  essential  that  all  physicians  realize  that 
a negative  Papanicolaou  smear  does  not  completely 
rule  out  the  presence  of  cervical  cancer,  so  that 
patients  with  abnormal  vaginal  bleeding  are  in- 
structed to  return  for  further  investigation. 

Careful  attention  to  proper  technique  greatly 
enhances  the  value  of  the  Papanicolaou  smear  as  a 
screening  device  for  cervical  cancer.  First,  any 
excess  mucus  is  removed  from  the  external  os.  The 
entire  face  of  the  ectocervix  is  scraped  with  a wooden 
spatula  and  the  specimen  spread  as  thinly  as  possi- 
ble on  a clean  glass  slide.  A saline  moistened  cotton- 
tipped  applicator  is  then  passed  into  the  cervical 
canal  and  rotated  so  that  a good  sample  of  endocervi- 
cal  cells  is  collected.  The  endocervical  and  ectocer- 
vical  samples  can  be  placed  on  the  same  glass  slide. 
Once  made,  the  smear  should  be  fixed  immediately 


in  95%  isopropyl  alcohol  and  a brief  clinical  history 
written  on  the  laboratory  form.  This  method  of 
obtaining  a Papanicolaou  smear  should  minimize 
both  false  positive  and  false  negative  results.  How- 
ever, keep  in  mind  that  where  you  send  the  smears 
is  as  important  as  the  technique.  The  bargain  price 
laboratory  is  probably  not  the  best  laboratory.  A 
reliable  certified  laboratory  is  absolutely  essential 
for  proper  screening.  An  unsatisfactory  smear  or 
a smear  devoid  of  endocervical  cells  should  be 
promptly  repeated. 

After  the  cervix  has  been  visualized  and  the  Pap- 
anicolaou smear  taken,  the  cervix  should  be  care- 
fully inspected  in  good  light.  If  the  cervix  is  clean, 
Lugol's  iodine  should  be  applied  and  any  nonstain- 
ing area  biopsied  (Schiller's  test).  Alternatively,  a 
4%  to  5%  solution  of  acetic  acid  (table  vinegar)  may 
be  applied  and  any  white  epithelium  biopsied.  Next, 
the  cervix  should  be  carefully  palpated.  The  normal 
nonpregnant  cervix  feels  firm.  A nodular  or  friable 
cervix  should  be  biopsied  and  a vigorous  endocervical 
curettage  performed.  A careful  rectovaginal  examin- 
ation is  done  to  evaluate  the  paracervical  tissues  and 
nodularity  or  induration  should  prompt  further  diag- 
nostic investigation. 

Any  patient  with  postcoital  bleeding,  intermen- 
strual  bleeding,  or  excessively  heavy  “periods'', 
should  be  examined  with  special  care.  It  should  be 
kept  in  mind  that  some  squamous  cancers,  and 
many  adenocarcinomas  of  the  cervix,  are  located 
entirely  in  the  endocervical  canal  and  so  are  not 
visible.  Liberal  use  of  endocervical  curettage  in 
symptomatic  patients  will  detect  many  of  these 
occult  cancers.  Any  patient  who  is  persistently 
symptomatic,  even  with  a cervix  which  appears 
normal  and  a negative  Papanicolaou  smear,  should 
be  referred  to  a gynecologist. 

Any  patient  with  an  abnormal  Papanicolaou 
smear  should  be  referred  to  a gynecologist  skilled  in 
colposcopy  or  to  a gynecologic  oncologist.  A Papani- 
colaou smear  is  abnormal  if  dysplastic  or  malignant 
cells  are  present.  It  is  not  sufficient  to  repeat  the 
smear  at  a later  date.  Even  if  the  cells  are  only  mildly 
dysplastic,  the  finding  of  such  cells  calls  for  further 
investigation.  However,  if  the  smear  shows  only 
inflammatory  or  reparative  changes,  in  the  absence 
of  a gross  lesion,  it  is  appropriate  to  treat  specific 
infections  and  repeat  the  smear  in  two  months.  If 
these  changes  persist  in  spite  of  therapy,  the  patient 
should  have  a colposcopic  examination.  In  an  area 
where  a competent  colposcopist  is  not  available,  an 
examination  under  anesthesia  with  cone  biopsy  and 
fractional  curettage  is  appropriate. 

The  Papanicolaou  smear  is  an  excellent  screening 
technique  for  cervical  cancer  but  as  already  men- 
tioned there  is  a significant  false -negative  rate. 
Adding  a colposcopic  examination  to  the  Pap  smear 
for  routine  screening  will  eliminate  the  great  major- 
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ity  of  these  false-negatives.  Unfortunately,  as  a 
screening  tool,  the  colposcope  is  not  practical.  Its 
correct  use  requires  a lot  of  skill  and  training  so  for 
the  occasional  performer  it  is  very  time-consuming. 
However,  Stafl9  has  developed  a technique  called 
cervicography  which  has  many  of  the  advantages  of 
colposcopy  but  takes  a very  short  period  of  time  and 
can  be  performed  with  minimal  training.  Cervico- 
graphy is  experimental  at  the  moment  but  in  the 
future  it  may  prove  cost-effective  for  routine  screen- 
ing. It  is  emphasized  that  it  should  not  be  used  as  a 
substitute  for  colposcopy  in  the  evaluation  of  a 
patient  with  an  abnormal  Papanicolaou  smear. 

How  often  should  Papanicolaou  smears  be 
taken?  The  desirable  interval  between  screening 
examinations  for  cervical  cancer  has  become  an 
issue  for  discussion  in  this  country.  In  1980  the 
American  Cancer  Society  changed  its  guidelines 
regarding  the  use  of  the  Papanicolaou  test.10  Now, 
instead  of  urging  that  all  women  obtain  annual 
Papanicolaou  tests  for  cervical  cancer,  it  advises 
that  women  aged  20  and  over  and  those  under  20 
who  are  sexually  active  have  the  test  at  least  every 
three  years  until  age  65  but  only  after  they  have  had 
two  negative  Papanicolaou  tests  a year  apart. 
Women  who  are  at  high  risk  of  developing  cervical 
cancer  because  of  early  age  at  first  intercourse, 
multiple  sexual  partners  or  other  risk  factors11'12 
may  need  to  be  tested  more  frequently.  A pelvic 
examination  is  recommended  every  three  years  from 
age  20  to  40  and  annually  thereafter. 

It  should  be  stressed  that  these  recommenda- 
tions are  intended  to  help  individual  physicians  and 
patients  select  the  best  early  detection  protocol  for 
their  personal  needs.  The  Society  recognizes  that 
individuals  have  different  personal  histories,  risk 
factors,  objectives,  and  budgets,  and  that  no  single 
recommendation  is  best  for  everyone.  Individual 
physicians  and  patients  may  quite  properly  choose 
different  early  detection  protocols.10 

The  new  guidelines  are  based  on  the  rationale 
that  invasive  cancer  is  preceded  by  dysplasia  and 
carcinoma-in-situ  stages  that  are  detectable  for 
years  prior  to  invasive  disease.  The  longest  estimate 
from  the  Canadian  Study  by  Walton  and  associates13 
is  that  it  takes  30  years  for  progression  from  in  situ 
to  invasive  carcinoma.  Other  estimates  are  shorter 
but  most  show  a grace  period  over  five  years.  Al- 
though all  agree  that  there  is  almost  always  a pre- 
invasive  stage,  the  length  of  that  period  is  still  in 
dispute. 

Gynecologic  oncologists  in  this  country  believe 
that  there  are  problems  with  this  approach.  Both  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists (ACOG)  and  the  Society  of  Gynecologic  Oncol- 
ogists (SGO)  still  recommend  annual  cervical  cyto- 
logic screening  examinations  for  all  women.  The 
data  which  ACOG  presented  in  its  statement  of 
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policy  on  "Periodic  Cancer  Screening  for  Women"14 
strongly  support  this  view.  In  1984,  Sadeghi  and 
associates15  reported  on  the  cytologic  screening  of 
796,337  sexually  active  women  with  an  average  age 
of  25.9  years.  The  CIN  prevalence  rate  was  18.8/ 
1,000  for  teenagers  and  28.8/1,000  for  women  20- 
24.  Thus  a good  case  can  be  made  for  the  annual  Pap 
smear  on  the  basis  of  CIN  prevalence.  Furthermore, 
the  annual  "Pap  smear  visit"  gave  a woman's  phy- 
sician a chance  to  screen  her  for  other  conditions 
and  afforded  an  annual  opportunity  for  health  edu- 
cation. Unfortunately,  there  was  so  much  emphasis 
on  the  Pap  smear  that  the  examination  was  some- 
times limited  to  this  and  so  fell  into  disrepute.  We 
believe  that  a new  campaign  should  be  launched, 
aimed  not  merely  at  the  detection  of  cervical  cancer 
but  simultaneously  at  several  target  areas.  All  pri- 
mary care  physicians,  and  especially  those  who 
serve  the  urban  or  rural  poor,  should  encourage 
women  to  come  for  an  annual  ' 'minicancer  screen- 
ing examination"  to  screen  clinically  for  breast, 
gynecologic  and  rectal  cancer  with  each  patient 
having  a Papanicolaou  smear  performed  as  part  of 
the  examination.  We  feel  that  women  should  be 
educated  in  the  value  of  this  annual  "minicancer 
screen".  The  problem  in  the  past  was  that  the 
annual  Papanicolaou  smear  was  all  too  often  limited 
to  a perfunctory  cervical  scrape. 

Carcinoma  of  the  endometrium  • Carcinoma  of  the 
endometrium  is  the  most  common  gynecologic 
malignancy  in  this  country.  Approximately  38,000 
new  cases  will  be  seen  this  year  and  about  3,000 
women  will  die  of  this  disease.  Unlike  invasive 
cervical  cancer,  the  incidence  rate  has  increased 
slightly,  probably  due  to  an  increase  in  estrogen 
usage  for  postmenopausal  symptoms.  The  physician 
should  not  hesitate  to  prescribe  estrogens  when  they 
are  indicated  but  should  know  that  exogenous  usage 
is  associated  with  an  increased  risk  of  endometrial 
cancer.  This  has  been  well  documented  by  several 
epidemiologic  studies.16-23  Other  women  at  in- 
creased risk  for  endometrial  cancer  are  those  who 
produce  excessive  amounts  of  endogenous  estrogens. 
Women  in  this  category  include  obese  women  and 
premenopausal  women  who  are  chronically  anovul- 
atory. Diabetes  mellitus  also  predisposes  to  endo- 
metrial carcinoma  so  the  physician  should  be  alert 
for  the  development  of  this  type  of  cancer  in  patients 
with  a tendency  to  hyperglycemia. 

Cancer  detection  • The  value  of  routine  screening 
for  endometrial  cancer  is  certainly  not  as  well 
defined  as  it  is  in  cervical  cancer.  Indeed  the  Papani- 
colaou smear  is  positive  in  only  about  50%  of  cases 
and  to  increase  the  accuracy  of  endometrial  sampl- 
ing several  devices  have  been  developed  to  collect 
cytologic  or  tissue  samples  from  the  endometrium. 


Unfortunately  use  of  these  devices  in  screening 
asymptomatic  women  is  not  cost-effective.  Koss 
and  associates24  found  an  incidence  rate  of  1.71 
cases  of  endometrial  cancer  per  1,000  women  years 
in  an  asymptomatic  population  over  the  age  45  sub- 
jected to  routine  endometrial  cytologic  sampling. 
Because  of  the  low  yield,  patient  discomfort,  and 
costs  as  high  as  $100  per  patient  visit,25  routine  sam- 
pling of  the  endometrial  cavity  in  asymptomatic 
women  is  not  advocated  at  this  time. 

Diagnosis  • Postmenopausal  vaginal  bleeding 
occurs  in  over  90%  of  patients  with  endometrial 
cancer,  and  the  presence  of  this  mandates  complete 
endometrial  tissue  sampling  to  establish  a diagnosis. 
In  selected  patients  this  can  be  done  in  the  office 
with  a variety  of  devices.  In  other  patients,  a dilata- 
tion and  curettage  will  be  necessary.  Indeed,  this  is 
mandatory  when  the  office  biopsy  procedures  are 
negative  in  the  face  of  postmenopausal  bleeding. 
The  depth  of  the  uterine  cavity  should  be  measured, 
the  endocervix  completely  curetted,  and  only  then 
should  the  cervix  be  dilated  and  endometrial  curet- 
tage performed.  This  is  called  a "fractional"  curet- 
tage and  all  diagnostic  D & Cs  should  be  done  in  this 
way.  These  steps  are  essential  for  the  accurate 
staging  of  endometrial  cancer.  The  FIGO  clinical 
staging  for  invasive  endometrial  carcinoma  is  shown 
in  Table  1 and  this  correlates  well  with  patient 
prognosis. 


Table  1 . — FICO  Clinical  Staging  for  invasive 
Endometrial  Carcinoma. 

Stage  I 

The  carcinoma  is  confined  to  the  corpus. 

Stage  IA  — The  length  of  the  uterine  cavity  is  8 cm  or  less. 
Stage  IB  — The  length  of  the  uterine  cavity  is  more  than 
8 cm. 

It  is  desirable  that  stage  I be  subgrouped  with  regard  to 
histologic  type  of  adenocarcinoma  as  follows: 

Cl  — Highly  differentiated  adenomatous  carcinoma. 

G2  — Moderately  differentiated  adenomatous 
carcinoma  with  partly  solid  areas. 

G3  — Predominantly  solid  or  entirely  undifferentiated 
carcinoma. 

Stage  II 

The  carcinoma  has  involved  the  corpus  and  cervix  but 
has  not  extended  outside  the  uterus. 

Stage  III 

The  carcinoma  has  extended  outside  the  uterus  but  not 
outside  the  true  pelvis. 

Stage  IV 

The  carcinoma  has  extended  outside  the  true  pelvis  or 
has  obviously  involved  the  mucosa  of  the  bladder  or 
rectum.  A bullous  edema  as  such  does  not  permit  a case 
to  be  allotted  to  stage  IV. 

Stage  IVA  — Spread  of  the  growth  to  adjacent  organs. 
Stage  IVB  — Spread  to  distant  organs. 


Patients  on  exogenous  estrogen  should  be  moni- 
tored very  carefully.  All  should  be  offered  concomi- 
tant progestin  therapy  and  have  complete  endome- 
trial sampling  any  time  irregular  bleeding  occurs. 
Some  authorities  advocate  endometrial  sampling 
prior  to  beginning  estrogen  therapy  and  this  is  espec- 
ially appropriate  in  high  risk  patients.  There  are  also 
proponents  of  periodic  routine  endometrial  sampling 
on  all  patients  on  exogenous  estrogen,  but  the  yeild 
of  positive  results  in  this  situation  is  very  low. 

Precursors  of  endometrial  carcinoma  have  been 
identified  as  they  have  been  in  cervical  carcinoma. 
Ruffolo  and  associates26  have  recently  suggested  a 
simple  nomenclature  to  categorize  these  lesions. 
The  system  is  analogous  to  that  for  CIN  in  cervical 
cancer.  The  designation  glandular  intraepithelial 
neoplasia  (GIN)  is  used  and  is  divided  into  three 
categories.  GIN  1 represents  cystic  hyperplasia  and 
adenomatous  hyperplasia  without  atypia.  Both  of 
these  lesions  have  a relatively  low  malignant  poten- 
tial and  can  be  observed  or  treated  with  progestin. 
GIN  2 represents  adenomatous  hyperplasia  with 
moderate  atypia  and  GIN  3 represents  adenomatous 
hyperplasia  with  severe  atypia.  Both  GIN  2 and  GIN 
3 lesions  have  a significant  malignant  potential. 
Patients  with  GIN  2 or  3 lesions  should  be  referred 
to  a gynecologist  or  to  a gynecologic  oncologist  for 
further  therapy. 

At  the  present  time,  early  detection  of  endome- 
trial cancer  primarily  depends  on  prompt  attention 
to  symptomatic  patients  in  the  high-risk  categories. 
Routine  cytologic  sampling  of  the  endometrium  is 
not  presently  cost-effective  but  may  be  so  in  the 
near  future.  Most  important,  with  regard  to  early 
diagnosis,  is  patient  education.  It  is  essential  that 
perimenopausal  and  postmenopausal  bleeding  is 
reported  to  a physician  without  delay  and  all  cases 
should  be  investigated.  It  is  especially  important  to 
investigate  women  over  60  because  this  group  has 
the  highest  mortality  rate. 


Conclusion  • It  appears  evident  that  before  signifi- 
cant progress  can  be  made  in  the  diagnosis  of  uterine 
cancer,  patient  and  physician  delay  must  be  reduced 
through  cancer  education  programs.  With  uterine 
cancer,  the  earlier  the  diagnosis  is  made,  the  better 
are  results.  As  Joseph  Malins,  a Virginia  family 
practitioner,  put  it  many  years  ago: 

Better  put  a strong  fence  'round  the  top  of  the  cliff 
Than  an  ambulance  down  in  the  valley. 

A Fence  or  an  Ambulance.  Stanza  7 
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Teaching  patients  about  testicular 
cancer 


K.  Michael  Cummings,  Ph.D.  and  Gerald  P.  Murphy,  M.D. 


ABSTRACT:  Although  rare,  testicular  cancer  is  one 
of  the  most  common  cancers  and  leading  causes  of 
death  from  malignant  disease  in  young  men.  It  occurs 
primarily  in  men  15  to  40  years  of  age  and,  when 
detected  early,  is  one  of  the  most  easily  cured  cancers. 
Unfortunately,  diagnosis  is  often  delayed  because  of 
patient  ignorance,  fear,  or  misdiagnosis.  Physicians 
should  make  testicular  examination  a routine  part 
of  all  examinations  for  male  patients.  If  a suspicious 
mass  or  swelling  is  found,  the  patient  should  be 
immediately  referred  to  a urologist  for  evaluation. 
Young  male  patients  need  to  be  made  more  aware  of 
the  fact  that  testicular  cancer  is  common  in  their 
age  group  and  that  self-examination  is  a valuable 
health  habit. 
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-L  esticular  cancer  is  rare,  accounting  for  only  1% 
to  2%  of  all  cancers  in  males;1  however,  it  is  one  of 
the  most  common  cancers  and  among  the  leading 
causes  of  death  from  malignant  disease  in  young  men. 
In  males  between  15  and  34  years  of  age,  testicular 
cancer  is  the  most  common  type  of  cancer  responsible 
for  19%  of  cancers  in  this  age  group.1  Of  concern  is 
the  fact  that  the  incidence  is  increasing  among  white 
males,  especially  in  the  age  group  15  to  24. 2 For 
unknown  reasons  occurrence  is  rare  among  American 
blacks.2 

The  majority  of  testicular  tumors  (95%)  arise 
from  the  germ  cells.  There  are  four  major  types  of 
germ  cell  tumors  of  the  testis:  seminoma,  embryonal 
carcinoma,  teratoma,  and  choriocarcinoma.  Each 
can  occur  in  pure  form  or  two  or  more  can  coexist.  It 
is  important  to  distinguish  the  different  tumors 
since  the  type  influences  treatments  selected  and 
prognosis.35  Generally  nonseminomatous  tumors 
spread  faster  than  seminomatous  tumors.  Between 
60%  and  70%  of  patients  with  nonseminomatous 
tumors  have  lymph  node  metastasis  at  diagnosis. 
Table  1 gives  characteristics  of  each  type. 

The  exact  causes  of  testicular  cancer  are  not 
known.  The  different  types  suggest  the  existence  of 
multiple  causes.  There  is  an  increased  incidence  in 
patients  with  cryptorchid  testes  not  corrected  before 
the  age  of  six  years.2  Other  suspected  risk  factors 
include  a family  history  of  testicular  cancer,  injury 
to  the  genitals,  heat  exposure,  and  infection.2'6  8 

When  detected  early,  testicular  cancer  is  one  of 
the  most  easily  cured  cancers.3'5  9 If  treated  before 
spread  to  the  lymph  nodes,  the  cure  rate  is  greater 
than  90%. 4 Unfortunately  about  50%  of  patients  are 
diagnosed  after  the  tumor  has  spread  beyond  the  testis 
to  lymph  nodes  in  the  abdomen  or  pelvis  or  to  other 
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Table  1.  — Characteristics  of  Germ  Cell  Testicular 
Tumors. 

Tumor  Type 
Seminoma 

Tumor  Characteristics 

Most  common  testicular  tumor. 
Accounts  for  30%  to  40%  of 
all  testicular  tumors.  Slow 
growing.  Sensitive  to  radiation 
therapy.  Best  prognosis. 

Embryonal  Carcinoma 

Grows  rapidly  and  tends  to 
spread  early.  Accounts  for 
20%  to  25%  of  all  testicular 
tumors. 

Teratoma 

Occurs  primarily  in  infants  and 
and  young  children.  Accounts 
for  5%  to  10%  of  all  testicular 
tumors.  Considered  benign  in 
adults  but  should  be  treated  as 
malignant. 

Choriocarcinoma 

Rare  in  its  pure  form.  Accounts 
for  1%  to  3%  of  all  testicular 
tumors.  Not  well  controlled  by 
treatment.  Prognosis  is  usually 
poorer  than  with  other  types 
of  testicular  tumors. 

Tumors  showing  more 
than  one  cell  type 

The  coexistence  of  two  or 
more  tumor  types  is  common 
accounting  for  30%  to  40%  of 
all  testicular  tumors.  The  most 
common  mixture  is  teratoma 
and  embryonal  carcinoma. 

solid  organs.4  During  the  past  decade  improvements 
in  diagnostic  procedures,  intensive  chemotherapy 
regimens,  and  development  of  multitreatment  regi- 
mens that  combine  chemotherapy  with  surgery  have 
significantly  improved  the  prognosis  for  patients 
with  advanced  disease.5 1011  However,  the  combina- 
tion therapies  used  for  treatment  of  advanced  disease 
have  more  complications  and  are  more  debilitating 
than  the  treatments  for  early  stage  disease.  Moreover, 
despite  improvements  in  therapy,  the  chances  of  cure 
are  still  greater  among  patients  with  minimal  disease 
compared  to  those  with  disseminated  disease.12 
Thus,  early  diagnosis  of  testicular  cancer  remains  an 
important  strategy  for  reducing  morbidity  and  mor- 
tality associated  with  this  disease. 

Signs  and  symptoms  • The  first  sign  of  testicular 
cancer  is  usually  a painless  hard  mass  about  the  size 
of  a pea  on  the  front  or  side  of  the  testicle.3  Some 
patients  notice  a slight  enlargement  in  the  testicle 
or  a change  in  consistency.  Acute  pain  is  not  common 
and  when  it  does  occur  is  usually  a late  symptom 
that  develops  only  after  the  nerves  of  the  tunica 
albuginia  or  epididymis  have  become  involved.  The 
majority  of  patients  report  symptoms  related  to  the 
testis  prior  to  diagnosis.13  However,  the  mildness  of 
typical  early  symptoms,  combined  with  ignorance 
or  fear  of  cancer,  often  cause  patients  to  delay 
medical  attention  until  the  disease  has  spread  to 
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other  parts  of  the  body.1213  In  addition,  diagnosis  is 
sometimes  delayed  because  patients  presenting  with 
a testicular  mass  are  initially  treated  as  having 
epididymitis.1213  Ultrasound  tests  will  often  differ- 
entiate between  epididymitis  and  a testicular  tumor 
and  should  be  obtained  whenever  any  doubt  exists.5 

Because  testicular  cancer  is  rare  compared  with 
other  malignancies,  little  attention  has  been  given 
to  educating  the  public  about  this  disease.  Anecdotal 
evidence  gathered  from  case  reports  and  papers  deal- 
ing with  diagnosis  and  treatment  suggest  that  many 
young  men  do  not  know  symptoms  of  testicular 
cancer  and/or  are  not  aware  that  testicular  cancer 
can  occur  in  their  age  group.121315'16  In  a survey  of 
90  male  college  students  at  the  University  of  Vermont, 
Conklin  et  al17  found  that  75%  had  never  heard  of 
cancer  of  the  testicle.  None  knew  how  to  examine 
their  testicles  and  only  one  person  knew  what  to 
palpate  for.  Cummings  et  al18  reported  similar  find- 
ings based  on  a survey  of  266  male  graduate  and 
undergraduate  students  at  the  State  University  of 
New  York  at  Buffalo.  Fifty  two  percent  of  those 
surveyed  did  not  know  any  symptoms  of  testicular 
cancer  and  of  those  reporting  symptoms  many  gave 
symptoms  unrelated  to  testicular  cancer. 

Testicular  self-examination  • A mass  or  enlarge- 
ment can  usually  be  detected  by  careful  palpation  of 
the  testes.  The  individual  can  help  by  performing  a 
simple  self-examination  each  month  for  any  small 
lumps  or  changes  in  the  size  of  the  testis  and  by 
seeking  prompt  medical  attention  for  any  changes  in 
a previously  normal  testicle.  Testicular  self-exami- 
nation (TSE)  is  best  performed  using  two  hands.  Each 
testicle  should  be  examined  separately  by  gently 
holding  it  with  the  fingers  of  both  hands  and  rolling 
the  testicle  between  the  thumb  and  fingers  as  shown 
in  Figure  1.  The  examination  should  be  done  after  a 
warm  shower  or  bath  when  the  scrotal  skin  is  relaxed. 


Self-examination  procedures  for  the  early  detection 
of  cancer,  such  as  breast  self-examination,  have 
been  shown  to  be  beneficial  and  are  now  widely 
advocated  and  accepted.  Unfortunately,  few  men 
have  ever  heard  about  TSE,  let  alone  practice  it  on  a 
routine  basis.1718 

Physicians'  role  in  education  • Health  professionals 
need  to  take  a more  active  role  in  educating  their 
patients  about  testicular  cancer.12-14  Prevention 
begins  with  parents  who  should  have  their  male 
infants  medically  checked  to  insure  that  both  testi- 
cles have  descended  into  the  scrotum.  About  86%  of 
all  testes  are  descended  normally  at  birth,  and  most 
of  the  remainder  will  descend  within  the  first  year  of 
life.19  If  an  undescended  testicle  is  found,  it  can  be 
surgically  brought  down  into  the  scrotum.  The  risk 
of  malignant  degeneration  of  the  maldescended  testis 
is  reduced  if  orchidopexy  is  done  prior  to  the  pubescent 
hormonal  surge,  preferably  before  age  six.5  Cryptor- 
chidism is  postpubertal  patients  should  be  treated 
by  orchiectomy  instead  of  orchiopexy  to  prevent 
ipsilateral  carcinogenesis.19  After  correction  of  a 
maldescended  testicle  the  patient  should  be  followed 
periodically  for  early  detection  of  cancer. 

Testicular  cancer  is  most  easily  cured  if  found 
early.  Physicians  should  make  testicular  examina- 
tion a routine  part  of  all  physical  examinations  of 


their  male  patients.  Further,  if  a testicular  mass  is 
discovered  it  should  be  considered  malignant  until 
proven  otherwise.  Patients  with  a suspicious  mass 
or  swelling  should  be  promptly  referred  to  a urologist. 
Patients  need  to  be  reassured  that  surgical  removal 
of  one  testicle  does  not  leave  them  impotent.  Since 
most  young  men  receive  physical  examinations  for 
school  or  employment,  doctors  and  nurses  could  teach 
TSE  during  these  visits.  In  addition,  information  on 
testicular  cancer  and  TSE  should  be  included  as  a 
part  of  health  and  physical  education  classes  at  the 
high  school  and  college  levels.  Table  2 includes  a 
listing  of  available  educational  materials  for  teach- 
ing about  testicular  cancer  and  TSE. 

In  the  next  several  years  we  can  expect  fewer 
deaths  from  testicular  cancer  because  of  improve- 
ments in  therapy.  However,  deaths  can  be  further 
reduced  through  better  education  to  increase  aware- 
ness of  this  disease  by  patients  and  physicians,  thereby 
helping  to  reduce  unnecessary  delays  in  diagnosis 
and  treatment. 
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Childhood  cancer  — early 
detection  and  prevention 


Albert  H.  Wilkinson  Jr.,  M.D. 


ABSTRACT:  The  second  leading  cause  of  death  in 
childhood  between  ages  one  and  14  years  is  cancer. 
With  the  multimodal  and  interdisciplinary  approach 
to  the  treatment  of  children  with  cancer,  many  have 
the  opportunity  for  survival  tumor  free  into  adult 
life.  Cancer  in  childhood  is  vastly  different  from 
that  in  adult  life  — different  in  origin,  diagnosis,  and 
management.  The  physician  who  examines  and 
cares  for  children  must  be  aware  of  these  differences. 
Emphasis  on  the  importance  of  the  regular  and 
routine  physical  examination  of  children  cannot  be 
too  strongly  placed  for  this  along  with  early  empha- 
sis on  proper  lifestyles  is  the  most  important  means 
for  both  early  detection  and  prevention. 
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T 

JLhe  past  quarter  century  has  been  a period  of 
dramatic  changes  in  the  diagnosis  and  management 
of  cancer  in  the  years  of  childhood.  While  during  the 
1950s  survival  in  certain  solid  tumors  of  children 
began  to  improve  significantly  with  refinements  of 
surgical  care  combined  with  radiotherapy  and 
chemotherapy,  the  outlook  for  children  with  leu- 
kemia, the  lymphomas  and  brain  tumors  continued 
to  be  dismal.  Since  childhood  deaths  from  infectious 
diseases  have  been  largely  eradicated  through  the 
use  of  immunizations  and  antibiotics,  childhood 
cancer  looms  second  only  to  accidents  as  the  leading 
cause  of  death  in  children  between  one  and  14  years 
of  age. 

Current  Status  • Since  1970  remarkable  strides 
have  been  made  not  only  in  the  treatment  of  solid 
tumors  but  also  in  leukemia,  Hodgkin's  disease  and 
non-Hodgkin's  lymphoma.  Employing  multimodal 
drug  therapy  in  concert  with  refinements  in  radio- 
therapy, some  parents  can  be  told  that  their  child 
has  a 50%  plus  chance  for  remission  leading  ulti- 
mately to  cure.  But  to  accomplish  the  optimal  results 
of  treatment  requires  a highly  skilled  team  utilizing 
a multimodal  and  interdisciplinary  approach.  This 
type  of  collaboration  between  specialists  must 
extend  to  every  aspect  of  patient  care  from  diagnos- 
tic procedures  through  definitive  therapy,  and  it 
must  include  psychologic  and  socioeconomic  sup- 
port for  the  child  and  family.  Such  teams  exist  in 
children's  hospitals  and  in  some  large  medical  cen- 
ters. Those  of  us  who  practice  in  Florida  are  espec- 
ially fortunate  for  despite  the  unusual,  peninsular 
geography  of  our  state  there  are  eight  established 
centers  for  childhood  cancer  in  Florida  — two 
in  Miami  at  Miami  Children's  Hospital  and  the 
Vol.  72,  No.  1/J.  FLORIDA  M.A./JANUARY  1985/45 


University  of  Miami  School  of  Medicine  at  Jackson 
Memorial  Center,  the  Shands  Teaching  Hospital 
in  Gainesville,  All  Children's  Hospital  in  St. 
Petersburg,  the  University  of  South  Florida  in 
Tampa,  Sacred  Heart  Children's  Hospital  in 
Pensacola,  Jacksonville  Wolfson  Children's  Hospi- 
tal, and  the  Orlando  Regional  Medical  Center.  It  has 
been  well  documented  that  an  organized  and  coor- 
dinated treatment  program  performed  by  a team  of 
experts  in  such  centers  is  effective  in  obtaining 
optimal  success  and  survival  times.1 

Most  common  malignancies  of  childhood  • The 

cancers  of  childhood  are  strikingly  different  from 
those  in  adult  life.  Those  most  often  occurring  in 
childhood  are  the  leukemias,  Embryonal  tumors  and 
sarcomas  while  adenocarcinomas  and  carcinomas 
comprise  the  majority  of  tumors  encountered  in 
adult  life  (Table  1).  Except  in  very  rare  instances  of 
familial  polyposis  of  the  colon  and  in  Peutz-Jeghers 
syndrome,  mucosal  cancers  of  the  gastrointestinal 
tract  of  children  are  essentially  unknown.  Cancers 
of  the  breast,  lung,  prostate,  bladder  and  pancreas  of 
the  types  seen  in  adults  rarely,  if  ever,  occur  in 
childhood. 

Early  detection  and  prevention  • Because  malig- 
nancies in  childhood  are  often  on  an  embryological 
basis  and  so  different  from  those  encountered  in 
adult  life,  it  logically  follows  that  symptoms  are 
different.  Rarely,  almost  never,  is  blood  in  the  stool, 
hematuria  or  hemoptysis  a sign  of  cancer  in  child- 
hood. Nothing  is  so  valuable  in  the  early  detection 
of  cancer  in  childhood  as  the  routine  physical  exam- 
ination by  the  physician.  The  warm  careful  examin- 
ing hand  of  the  physician  during  examination  of  the 
abdomen  will  detect  a Wilm's  tumor  in  an  infant 


Table  1.  — Relative  Frequency  of  Malignant 
Neoplasms  in  the  united  States, 
Children  Age  1-15  Years.2 

White  Black 


Histologic  category 

Rank 

% Of 

Rank 

% Of 

Order 

Total 

Order 

Total 

Leukemia 

1 

33.8 

1 

24.9 

Central  nervous  system 

2 

19.2 

2 

24.4 

Lymphoma 

3 

10.6 

3 

14.2 

Sympathetic  nervous 

4 

7.7 

5 

7.1 

system 

Soft  tissue 

5 

6.8 

7 

4.0 

Kidney  tumors 

6 

6.3 

4 

8.0 

Bone  tumors 

7 

4.5 

6 

4.9 

Retinoblastoma 

8 

2.7 

8 

3.1 

Gonadal  and  germ  cell 

9 

1.8 

9 

2.7 

Liver  tumors 

10 

1.5 

10 

0.4 

Teratoma 

11 

0.3 

11 

0.4 

Miscellaneous 

4.9 

5.8 

while  it  is  still  contained  within  its  capsule  and  is  a 
Stage  1.  An  abnormal  appearance  of  the  pupil  in  an 
infant  may  reflect  a retinoblastoma.  Noting  on  phy- 
sical examination  the  presence  of  cafe  au  lait  spots 
may  lead  to  the  diagnosis  of  neurofibromatosis  with 
its  increased  capacity  for  development  of  brain 
tumors.  While  hairy  nevi  do  not  ordinarily  pose  a 
hazard  for  malignant  change  in  childhood  unless 
they  cover  a large  portion  of  the  trunk,  the  incidence 
of  malignant  change  in  adult  life  varies  from  2-30%. 
Such  lesions  should  be  excised  in  childhood.  If 
removed  in  early  childhood,  total  excision  with 
primary  closure  can  often  be  accomplished.  Small 
nevi  located  in  areas  subject  to  irritation  should 
likewise  be  removed  in  childhood.  Any  lump  per- 
sisting without  adequate  explanation  in  a baby  or 
child  deserves  excision  and/or  biopsy. 

Vague  symptoms  of  malaise,  fever,  not  wanting 
to  play,  and  these  symptoms  especially  coupled 
with  paleness  should  require  careful  evaluation  by 
the  child's  physician.  Childhood  leukemia  reaches 
its  peak  incidence  at  about  four  years  of  age.  Initial 
symptoms  are  often  vague. 

While  frowned  upon  by  some  of  these  days  of 
escalating  health  care  costs,  the  "routine"  chest 
x-ray  will  occasionally  detect  a thoracic  neuroblas- 
toma before  it  has  invaded  vital  structures  to  pro- 
duce symptoms. 

The  physician  who  cares  for  children  must  be 
aware  of  familial,  hereditary  and  chromosomal 
abnormalities  known  to  be  associated  with  an  in- 
creased incidence  of  malignancy.  Familial  polyposis 
demands  early  removal  of  the  colon  if  colon  cancer 
is  to  be  prevented  in  the  pubertal,  adolescent  or 
young  adult  with  this  disorder.  Children  with 
Down's  syndrome  have  an  increased  potential  for 
leukemia.  Children  with  congenital  hemihypertro- 
phy  and  aniridia  display  an  increased  incidence  of 
Wilms  tumor.  These  children  should  be  examined 
on  a regular  basis  with  sonography  and  intravenous 
pyelography.  Retinoblastoma,  neuroblastoma  and 
Wilms  tumor  can  all  be  inherited.3 

No  discussion  of  prevention  of  malignancy  in 
childhood  should  take  place  without  pointing  to  the 
importance  of  genetic  counseling  for  the  couple 
anticipating  developing  a family  where  one  or  both 
parents  has  had  a malignancy  known  to  have  capa- 
city for  inheritance.  As  more  and  more  children  sur- 
vive into  adult  life,  following  cure  of  their  cancer, 
this  problem  takes  on  larger  proportion  and  implica- 
tions. And  as  these  children  survive,  the  risk  of 
secondary  malignancy  related  to  initial  modalities 
of  treatment  both  from  chemotherapeutic  agents 
and  x-ray  must  be  known  to  the  physician  who 
examines  and  treats  children.  Physicians  should 
teach  pubertal  and  adolescent  girls  breast  self  exam- 
ination while  boys  should  periodically  feel  their 
testicles  for  evidence  of  enlargement. 
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Finally,  and  in  summary,  good  habits  of  health 
and  hygiene  should  commence  in  childhood.  Nutri- 
tious diets  with  avoidance  of  excesses  combined 
with  exercise  and  clean  air  may  not  only  serve  to 
curb  the  rise  in  heart  diseases  but  also  in  cancer.  We 
should  begin  early  to  educate  children  about  the 
hazards  from  smoking,  excessive  use  of  alcohol  and 
the  potential  teratogenic  effects  of  some  drugs.  Yes, 
the  physician  who  cares  for  children  has  a great  and 
enlarging  role  to  play  in  the  early  detection  and  pre- 
vention of  childhood  cancer  for  he  or  she  must  be 
especially  careful  in  history  taking  and  physical 
examination  while  being  knowledgeable  about  the 
familial  and  genetic  tendencies  of  cancer  in  children. 
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National  Dairy  Board  and 
National  Dairy  Council  invite  you  to  attend... 


A Nationwide  Video  Teleconference  on 

CALCIUM:  A Research  Update 


Live  Via  Satellite  in  Orlando  and  Miami  / February  6,  1985/3:00  p.m.  — 5:00  p.m. 


Assemble  with  your  colleagues  nationwide  to  update 
your  information  on  osteoporosis  and  hypertension  and 
their  relationship  to  lifelong  dietary  calcium  intake. 

Preventing  these  diseases  may  prompt  your  patients  to 
ask  questions  about  their  calcium  needs  and  how  best 
to  meet  them. 

Teleconference  Highlights... 


Faculty: 

Charles  H.  Chesnut  III,  M.D. 
Professor,  Medicine  and  Radiology 
University  of  Washington 
School  of  Medicine 


■ A distinguished  faculty  of  physicians  discussing 
their  research  findings  related  to  osteoporosis  and 
hypertension. 

■ A summary  of  recent  clinical  and  basic  research, 
including  epidemiological,  animal,  cellular  and  human 
clinical  studies. 

■ A discussion  of  the  implications  of  these  research 
findings  for  prevention,  diagnosis  and  treatment  of 
osteoporosis  and  hypertension. 

■ An  opportunity  to  question  the  faculty  by  telephone 
and  the  opportunity  for  discussion  with  your  colleagues. 

■ A packet  of  patient  education  and  referenced 
resource  materials. 

National  Dairy  Board,  National  Dairy  Council  and  its  af- 
filiated units  will  bring  this  teleconference  to  50  down- 
sites.  Florida  physicians  can  attend  this  nationwide 
event  at  the  location  most  convenient  to  them:  Orlando 
or  Miami. 


David  A.  McCarron,  M.D. 

Associate  Professor  of  Medicine 
Chief,  Hypertension  Clinic 
Oregon  Health  Sciences  University 

Robert  R.  Recker,  M.D. 

Professor  of  Medicine 
Chief,  Section  of  Endocrinology 
and  Metabolism 
Creighton  University 

Lawrence  M.  Resnick,  M.D. 

Assistant  Professor  of  Medicine 
Cardiovascular-Hypertension  Center 
The  New  York  Hospital-Cornell 
Medical  Center 

Philip  L.  White,  Sc.D. 

Director,  Division  of  Personal 
and  Public  Health  Policy 
American  Medical  Association 


Physician  recognition  awards  may  be  applied  for  at  the 
conference.  AMA  application  forms  will  be  supplied. 


To  pre-register,  complete  and  return  this  form  by  Feb.  1 to: 

Calcium:  A Research  Update 
P.O.  Box  7813 
Orlando,  Florida  32854 

Name: 

Address: 

Street  City  State  Zip 

Phone  Number: 

Area  Code 


Please  indicate  which  site  you  will  be  attending: 

Orlando:  Hilton  Inn,  Florida  Center  Miami:  Radisson,  Mart 


Registration  fee  — $15.00 


Make  checks  payable  to:  Dairy  & Food  Nutrition  Council 


Reservations  may  also  be  made  by  calling  (305)  628-1266. 


ENHANCE 
YOUR  IMAGE 

With  the  highest  quality  NMR 
scans  produced  only  by  Diasonics. 


NMR 


CT 


Middle-aged  man  six  weeks  following  head  trauma.  CT  (bot- 
tom) is  virtually  normal,  showing  only  non-specific  findings 
of  increased  C.S.F.  pressure  because  blood  is  isodense  with 
brain.  Bilateral  subdural  hematomas  are  clearly  seen  on 
NMR  (top).  NMR  defines  extent,  size  and  age  of  hemor- 
rhage, even  when  isodense  on  the  CT  scan. 


When  your  diagnosis  depends  on  a fast, 
accurate  and  detailed  body  scan,  Diasonics 
NMR  scan  centers  throughout  the  state  are 
leading  the  way  in  producing  the  clearest 
images  available  today. 

That’s  because  Diasonics  offers  the  most 
sophisticated  NMR  scanning  equipment  that 
reduces  imaging  time  and  produces  the 
highest  quality  images  in  axial,  coronal 
and  sagittal  planes. 

Already  recognized  as  a leader  in  the  im- 
aging field,  Diasonics  is  one  of  only  two 
manufacturers  in  the  world  whose  NMR 
scanning  equipment  is  fully  approved  by  the 
FDA  for  full  and  regional  body  scans. 

A Diasonics  NMR  scan  can  offer  the 
most  detailed  biochemical  information  on 
tissue  and  organ  physiology  with  inherent 
vascular  contrast  and  superb  detail,  without 
the  need  for  myelograms  or  X-ray  CT  scans. 

Diasonics  NMR  scan  centers:  Let  our 
better  images  enhance  your  image  too. 

NMR  SCAN  CENTER  OF 
FORT  LAUDERDALE 
3122  E.  Commercial  Boulevard 
Fort  Lauderdale,  FL  33308 
(305)  772-8000 

NMR  SCANNING  CENTER 
6449  — 38th  Avenue  North 
St.  Petersburg,  FL  33710 
(813)  384-0208 

MAGNETIC  RESONANCE  ASSOCIATES 
1201  — 5th  Avenue  North 
Suite  104 

St.  Petersburg,  FL  33705 
(813)  894-0181 

BREVARD  MAGNETIC  RESONANCE 
IMAGING 

1286  South  Florida  Avenue 
Rockledge  (Cocoa),  FL  32955 

(Opening  May,  1985) 


Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  cepter  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

©Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 


BALANCED 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234r238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem . 

(dilhazem  HCI) 

30  mu  and  60  mg  (ablets 

DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


chjCh2nich3)? 


Diltiazem  hydrochloride  is  a white  to  ott-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 

It  has  a molecular  weight  ot  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  ot  calcium  ions 
during  membrane  depolarization  ot  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  ot  its 
antianginal  actions  are  still  being  delineated.  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1 Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicatdial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2 Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and.  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  tor  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  tew  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  avetage  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  cotonary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rate  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities,  in  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are;  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rasli 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  followinj 
were  reported  infrequently  (less  than  1%)  with  the  order  of  p 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  1 
dia,  palpitations,  congestive  heart 
syncope 

Paresthesia,  nervousness,  sorm 
tremor,  insomnia,  hallucinations,  and 
Constipation,  dyspepsia,  diarrhea, 1 
mild  elevations  of  alkaline  phosphataaj 
SGPT,  and  LDH 
Pruritus,  petechiae,  urticaria,  photosel 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  epi: 
vasospastic  angina  developed  periods  of  transient  asymj 
asystole  approximately  five  hours  after  receiving  a sing! 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  repoi 
quently  in  patients  receiving  CARDIZEM;  erythema  multifi 
kopenia;  and  extreme  elevations  of  alkaline  phosphatai 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establisl 


OVERDOSAGE  OR  EXAGGERATED  RESPON 

Overdosage  experience  with  oral  diltiazem  has  been 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  wellt 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exa 
response,  appropriate  supportive  measures  should  be  emi 
addition  to  gastric  lavage.  The  following  measures  may  be  coi 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg) 
is  no  response  to  vagal  blockade,  ad 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixi 
degree  AV  block  should  be  treated  y 
diac  pacing. 

Administer  inotropic  agents  (isopro 
dopamine,  or  dobutamine)  and  diureti 
Vasopressors  (eg,  dopamine  or  lev; 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  sever 
clinical  situation  and  the  judgment  and  experience  of  the 
physician. 

The  oral/LDS0's  in  mice  and  rats  range  from  415  to  74( 
and  from  560  to  810  mg/kg,  respectively  The  intravenous  I 
these  species  were  60  and  38  mg/kg,  respectively. The  ora 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethi 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  nol 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  as; 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotl 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  t 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each 
needs  Starting  with  30  mg  four  times  daily,  before  meals 
bedtime,  dosage  should  be  increased  gradually  (given  in 
doses  three  or  four  times  daily)  at  one-  to  two-day  intern, 
optimum  response  is  obtained.  Although  individual  patiei 
respond  to  any  dosage  level,  the  average  optimum  dosag 
appears  to  be  180  to  240  mg/day. There  are  no  available  datat 
ing  dosage  requirements  in  patients  with  impaired  renal  or 
function.  If  the  drug  must  be  used  in  such  patients,  titration  si 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abor 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  be' 
have  been  no  controlled  studies  to  evaluate  the  ant 
effectiveness  of  this  combination, 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  lOf 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  101 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and1 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each- 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  tl* 
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Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 
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KANSAS  CITY,  MISSOURI  64137 


HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest, 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 


United  V\fay 


THANKS  TO  YOU  IT  WORKS 
FOR  ALL  OF  US. 


NOTES  & NEWS 


Dr.  Mahan  receives  national 
award  for  preterm  birth 
arevention 

Florida's  Preterm  Birth 
Prevention  Program,  cred- 
ted  with  reducing  the 
state's  incidence  of  low 
airthweight  babies  by 
11.5%  during  the  past 
/ear,  has  received  national 
attention. 

Program  Director  Dr. 

Charles  Mahan,  a professor 
of  obstetrics  and  gynecol- 
agy  at  the  University  of 
Florida's  Health  Center, 
received  the  "Healthy 
Mothers,  Healthy  Babies 
Award"  during  recent  ceremonies  in  Washington, 
D.C.  The  presentation  was  made  by  C.  Everett  Koop, 
MD.,  Surgeon  General  of  the  U.S.  Public  Health 
service,  who  praised  the  Florida  program  for  its  scope, 
efficiency  and  cost  effectiveness  in  tackling  the  low 
airthweight  problem. 

Low  birthweight,  defined  as  under  5.5  pounds, 
is  the  leading  cause  of  death  and  illness  among 
Florida  infants,  and  has  been  targeted  by  the  Florida 
legislature  as  a No.  1 health  priority. 

Dr.  Mahan  is  directing  the  Florida  program  under 
auspices  of  the  state's  Department  of  Health  and 
Rehabilitative  Services  (HRS),  with  partial  support 
from  the  March  of  Dimes  Birth  Defects  Foundation. 

Initiated  in  October  1983,  the  program  has  been 
called  one  of  the  most  massive  statewide  health 
education  projects  in  the  nation.  Dr.  Mahan  and 
HRS  employees  traveled  the  state  giving  intensive 
seminars  to  health  care  providers,  using  a March  of 


Dimes-developed  protocol  for  identifying  high-risk 
women  and  counseling  them  in  an  effort  to  prevent 
premature  births.  Within  a few  months,  more  than 
1,500  public  health  nurses  and  health  department 
directors  had  received  such  training. 

Dr.  Mahan  says  the  program  returns  an  estimated 
three  dollars  for  every  dollar  spent  on  prenatal  care 
in  savings  on  life  support  for  preterm  infants  in  state  - 
supported  neonatal  intensive  care  units.  The  program 
is  continuing  for  another  four  years,  with  a goal  of 
lowering  the  state's  incidence  of  preterm  births  by 
at  least  50%. 


UF  faculty  accept  leadership  roles 
in  state  anesthesiologists'  society 


Charles  P.  Gibbs,  M.D.,  Professor  of  Anesthe- 
siology and  of  Obstetrics  and  Gynecology  at  the 
University  of  Florida's  College  of  Medicine,  is  the 
newly  elected  president  of  the  700-member  Florida 
Society  of  Anesthesiologists. 

The  society  also  has  elected  Lawrence  S.  Berman, 
M.D.,  an  Associate  Professor  of  Anesthesiology  and 
Pediatrics  at  UF,  to  serve  as  second  vice  president 
and  chairman  of  the  continuing  education  and  special 
sessions  committee. 

At  the  same  fall  annual  meeting  at  Captiva  Island, 
Jerome  Modell,  M.D.,  Professor  and  Chairman  of 
the  Department  of  Anesthesiology  at  UF's  medical 
school,  was  appointed  chairman  of  the  society's 
legislative  committee. 

Dr.  Gibbs,  who  also  is  Assistant  Dean  for  curricu- 
lum at  the  UF  College  of  Medicine,  has  been  active 
in  the  society  for  almost  10  years,  having  served 
on  the  board  of  directors  as  first  vice  president  and 
president-elect,  and  as  chairman  of  the  patient  care 
committee  for  about  five  years. 

A member  of  UF's  medical  faculty  since  1972, 
Dr.  Gibbs  is  a graduate  of  Indiana  University  School 
of  Medicine  at  Indianapolis.  He  also  completed  resi- 
dency training  in  OB/GYN  at  Indiana  University, 
following  which  he  served  as  a surgical  fellow  at 
the  Mayo  Clinic,  as  an  NIH  Clinical  Fellow  at  the 
University  of  Miami  School  of  Medicine,  and  as  an 
NIH  research  fellow  at  the  Nuffield  Institute  for 
Medical  Research  in  Oxford,  England. 

Dr.  Berman  accepted  an  appointment  with  UF's 
medical  college  in  1978,  coming  from  the  Naval 
Regional  Medical  Center  in  Portsmouth,  Virginia 
where  he  was  a staff  physician  in  pediatrics  and 
anesthesiology.  He  earned  his  M.D.  at  Jefferson 
Medical  College  in  Philadelphia,  and  finished  resi- 
dency training  in  pediatrics  at  Jackson  Memorial 
Hospital  at  the  University  of  Miami. 
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Dr.  Mahan 


Dr.  Berman  later  returned  to  Philadelphia  to 
complete  residency  training  in  anesthesiology  at  the 
University  of  Pennsylvania  and  a Fellowship  at  the 
Children's  Hospital  there.  He  served  a year  as  a 
clinical  instructor  of  pediatrics  at  Jefferson  Medical 
College  in  Philadelphia  and  two  years  as  a staff 
physician  with  the  Naval  Regional  Medical  Center 
prior  to  his  UF  appointment. 


Dr.  Bolivar  honored  posthumously 
by  French  government 

The  late  Juan  C. 

Bolivar,  M.D.,  Professor 
of  Surgery,  University  of 
South  Florida  College  of 
Medicine,  was  honored 
posthumously  by  the 
French  government  on 
December  11,  1984. 

Philippe  Gregoire,  Consul 
General  of  France,  came  to 
Tampa  from  New  Orleans 
to  present  the  medal  of  the 
Legion  of  Honor,  France's 
highest  civilian  award,  to 
Dr.  Bolivar's  family  in 
recognition  of  his  service  to  that  country.  Some  two 
hundred  friends  and  colleagues  of  Dr.  Bolivar  joined 
Richard  G.  Connar,  M.D.,  Chairman  of  the  Depart- 
ment of  Surgery,  in  the  ceremony  at  the  medical 
center. 

Palm  Beach  County  Medical  Society 
EVP  dies 

Michael  H.  Lopez  Jr.,  executive  vice  president 
of  the  Palm  Beach  County  Medical  Society  for  14 
years,  died  December  22,  1984  of  a massive  heart 
attack.  He  was  49  years  old  and  lived  in  Lake  Clarke 
Shores. 

Mr.  Lopez,  who  was  born  on  June  27,  1935,  in 
New  York,  was  raised  in  Miami.  He  graduated  from 
Gesu  High  School  and  the  University  of  Miami. 
Before  coming  to  West  Palm  Beach  14  years  ago, 
he  served  as  assistant  director  of  the  Dade  County 
Medical  Association. 

The  host  of  Call  the  Doctor  on  WPTV- Channel  5 
for  nine  years,  Mr.  Lopez  was  also  a member  of  the 
Economic  Council  of  Palm  Beach  County,  the  Forum 
Club  of  the  Palm  Beaches,  the  School  Health  Advisory 
Council,  Voluntary  Action  Council  and  the  Gulfstream 
Council  of  the  Boy  Scouts.  He  was  active  in  Child 
Keyppers. 
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Mr.  Lopez  was  on  the  board  of  directors  of  Crisis 
Line,  the  Arthritis  Foundation,  Goodwill  Industries, 
the  Community  Action  Council,  and  the  Flagler 
National  Bank  in  Lake  Clarke  Shores.  He  was  also 
on  the  board  of  trustees  of  the  Leukemia  Society. 

He  is  survived  by  his  wife,  Cathy;  two  sons, 
Michael  A.  Lopez  of  Port  St.  Lucie  and  John  V.  Lopez 
three  daughters,  Lori- Ann  Shirk  of  Port  St.  Lucie, 
Denise  Lynn  Lopez  and  Angel  Kristen  Lopez,  both  of 
West  Palm  Beach;  and  two  grandchildren. 


DEAN’S  MESSAGE 


A revolution 

Prior  to  World  War  II,  the  health  care  delivery 
system  in  this  country  was  relatively  simple.  Fee  for 
service  and  house  calls  were  expected  by  patients. 
Sulfonamides,  digitalis,  morphine,  and  belladonna 
were  therapeutic  mainstays.  The  medical  advances 
emanating  from  World  War  II  were  legion.  Antibi- 
otics, life  support  units,  and  sophisticated  blood 
banking  are  just  a few.  Medical  research  became  a 
major  national  priority  with  the  formation  of  the 
National  Institutes  of  Health  in  1948  and  the  results 
of  medical  research  are  well  known. 

With  increased  technology  requiring  more  and 
more  skilled  technicians,  costs  increased.  Profes- 
sional liability  suits  and  enormous  awards  have 
funded  the  spiraling  costs. 

There  are  major  movements  underway  today 
that  may  affect  health  policy  in  our  country.  Health 
maintenance  organizations  have  made  enormous 
strides  in  captivating  the  public.  Even  conservative, 
mainline  insurance  companies  have  entered  the 
HMO  market.  Investor -owned  hospital  companies  are 
growing  exponentially.  Even  the  teaching  hospitals 
and  universities  have  entered  into  a variety  of  arrange- 
ments with  the  investor-owned  companies.  Non- 
profit hospitals  have  formed  a host  of  multihospital 
systems.  Physicians  have  entered  into  a multiplicity  of 
provider  organizations  which  either  pay  the  physician 
a salary  or  reimburse  the  physician  on  a discounted 
basis.  Store -front  ambulatory  centers  are  common- 
place. One  academic  medical  center  has  purchased 
private  practices  in  their  community. 

Yes,  a revolution  exists.  Hospitals  even  advertise! 
Competition  is  a byword.  No  one  can  predict  what  the 
future  holds.  Clearly,  there  are  many  pure  entrepre- 
neurs involved  in  these  changes  and  the  consumers 
of  medical  care  — the  patients  — are  being  attracted 
in  large  numbers.  Some  patients  are  beginning  to 
become  disenchanted.  Many  physicians  involved 
are  also  severing  their  relationship. 


Physicians  need  to  keep  the  primary  goal  of  our 
profession  in  the  forefront  of  our  thoughts  — the 
patient.  Each  new  scheme  for  an  alternative  delivery 
system  should  be  carefplly  analyzed  to  determine  its 
benefit  or  detriment  to  the  patient. 

We  must  be  steadfast  as  all  around  us  changes. 
At  the  same  time,  it  is  vital  that  we  listen  and  hear 
what  the  public  — our  patients  — are  telling  us. 
Basically,  they  want  high  quality  care  at  a reason- 
able cost  with  the  physician-patient  relationship 
preserved.  They  want  access  and  efficiency. 

It  is  incumbent  upon  the  profession  to  maintain 
our  equanimity,  work  with  all  groups,  and  keep  our 
mission  foremost.  After  the  revolution  is  over,  there 
is  no  doubt  but  that  a variety  of  delivery  systems  will 
exist,  each  serving  their  own  constituency.  The  only 
recognizable  remnant  of  the  past  that  will  remain  will 
be  the  most  valued  characteristic  of  the  profession  — 
the  physician-patient  relationship. 

Our  future  is  our  past! 

William  B.  Deal,  M.D. 

Dean  and  Associate  Vice  President 
University  of  Florida 
College  of  Medicine 


SCAM  OF  THE  MONTH 


Editor's  Note:  The  "Scam  of  the  Month"  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 

The  "fat  lady"  scam 

A popular  deception  is  the  so-called  "fat  lady" 
scam,  perpetrated  by  an  itinerant  team  of  four  or  five 
badly  overweight  women  and  one  man.  Their  carefully 
devised  plan  involves  moving  to  a new  community, 
developing  a schedule  which  allows  each  female 
member  to  visit  a maximum  number  of  physicians 
each  day  for  a week  or  so. 

The  "scam"  is  (with  variations)  that  the  patient 
is  very  unhappy,  due  to  her  chronic  weight  problem. 
Her  husband  is  about  to  leave  her,  her  children  are 


embarrassed,  and  she  professes  to  be  weak  and  unable 
to  maintain  a diet  regimen.  In  desperation  (she  has 
considered  suicide!)  she  wants  to  discuss  the  possi- 
bility of  having  her  jaws  wired  shut  or  having  part  of 
her  intestines  removed.  The  interview  is  usually 
tearful  and  well  delivered,  and  inexorably  moves  to 
a consideration  of  medication  as  an  alternative. 

At  this  point  the  "professional  patients'”  skills 
come  into  play.  PRELUDIN  is  usually  mentioned  as 
the  drug  of  choice  — followed  in  rapid  order  by  other 
Schedule  II  AMPHETAMINES.  If  the  physician  refuses 
to  prescribe  a Schedule  II  drug,  the  "professional 
patient"  quickly  acknowledges  that  DIDREX  has 
worked  in  the  past  and,  of  course,  suggests  that  the 
physician  add  a couple  of  refills.  At  this  point  the 
"professional  patient"  might  ask  for  a prescription 
for  a sleeping  pill  because  it  will  be  difficult  to  sleep 
after  taking  the  weight -control  drug. 

A more  daring  scammer  might  also  request  a 
tranquilizer,  such  as  VALIUM,  so  that  the  other 
drugs  do  not  make  her  edgy. 

Following  a successful  scam,  the  female  "profes- 
sional patient"  is  allowed  to  keep  only  a small  number 
of  the  pills  secured.  The  majority  are  sold  by  her 
"man"  to  local  street  dealers.  Weekly  profits  from 
the  numerous  prescriptions  obtained  by  such  gangs 
have  been  estimated  to  be  as  high  as  $10,000.  This 
figure  was  confirmed  by  actual  accounting  records  of 
several  drug  dealers  arrested  for  selling  controlled 
drugs. 

Reminder  • Physicians  are  reminded  that  the 
potential  for  abuse  of  stimulant  controlled  drugs 
outweighs  any  benefits  derived  as  a weight  control 
method.  Studies  consistently  indicate  that  patient 
weight  loss  induced  by  stimulants  is  usually  regained 
immediately  after  the  patient  is  removed  from  the 
drug.  The  latest  information  available  from  national 
physicians'  associations  indicates  that  behavior 
modification,  dieting  and  exercise  are  the  only 
recommended  methods  to  achieve  weight  loss. 

Caution  • Physicians  who  do  prescribe  stimulants 
are  cautioned  to  be  wary  of  patients  unknown  to 
them  (request  positive /picture  identification),  patients 
who  report  they  have  been  seeing  other  doctors,  or 
patients  who  are  enthusiastic  about  medication 
taken  in  the  past  (usually  PRELUDIN).  Physicians 
should  also  be  alert  to  situations  where  several  such 
women  are  seen  in  a short  period  of  time  or  when 
patients  report  they  were  referred  by  other  patients 
with  the  same  medical  condition  (obesity). 
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A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12  - year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 


cancer  alone. 


AMERICAN 
V CANCER 
? SOCIETY* 
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| AUXILIARY 

Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 

Allied  health  careers 
recruitment 


In  order  to  provide  important  health  services  for 
the  nation  in  years  to  come,  the  Auxiliary  has  made 
recruitment  in  health  care  careers  a priority.  By  pro- 
viding information,  resources  for  materials,  finan- 
cial support  and  sponsoring  community  programs, 
the  Auxiliary  has  attracted  the  attention  of  youths 
interested  in  health  field  careers. 

During  the  second  half  of  this  century  a new 
term  covering  a broad  range  of  health  care  careers 
came  into  public  use... ALLIED  HEALTH.  At  its 
inception  the  fields  of  nursing  and  medical  technol- 
ogy ranked  high  on  the  "needs"  list,  but  in  recent 
years  this  status  has  been  relinquished  to  other  health 
care  employment  areas,  such  as  physical  and  occupa- 
tional therapy,  speech  pathology,  biomedical  research, 
and  medical  office  management.  The  physician  also 
is  becoming  more  dependent  on  the  assistance  of 
allied  health  personnel  in  order  to  meet  the  man- 
power needs  brought  about  by  the  emergence  of  new, 
highly  specialized  health  care  services,  not  only  in 
the  hospital,  but  also  in  other  vital  settings,  such  as 
outpatient  facilities,  nursing  homes,  rehabilitation 
centers,  and  extended  care  institutions. 

In  the  past  most  medical  care  was  given  in  hos- 
pitals where  "on  site"  training  was  provided.  Today, 
with  the  shift  of  care  to  other  facilities,  personnel 
are  needed  who  are  trained  in  the  new  procedures  and 
facilities.  The  Occupational  Outlook  Handbook, 
printed  by  the  U.S.  Bureau  of  Labor  Statistics,  states 
that  the  health  care  field  is  expected  to  continue  its 
rapid  growth  in  the  1990s  due  to  the  greater  awareness 
of  the  importance  of  health  care,  a growing  — as 
well  as  older  — population,  increasing  expenditures 
by  governments  and  insurance  companies,  and  the 
demands  of  the  consumers. 


The  AMA  Auxiliary  publishes  a booklet  entitled, 
Health  Manpower  Package  Program,  which  outlines 
in  detail  suggested  methods  to  promote  allied  health 
care  careers  recruitment.  The  FMA-A,  through  its 
Health  Careers  Chairman,  promotes  recruitment 
with  scholarships,  workshops,  and  Health  Occupa- 
tion Students  of  America,  (HOSA)  — a national 
organization  formed  in  1976  to  bring  together  students 
interested  in  becoming  future  health  care  personnel 
of  America.  The  Florida  chapter  of  HOSA  is  one  of  32 
organizations  which  collectively  have  over  32,000 
members  under  the  auspices  of  State  Boards  of  Voca- 
tional Education  and  Health  Occupation  Education. 
Local  chapters  provide  programs  and  activities  to 
help  students  develop  their  physical,  mental,  and 
social  well-being,  as  well  as  fostering  leadership  and 
occupational  skills  in  the  allied  health  careers. 

The  FMA-A  is  working  to  bring  about  commun- 
ity awareness  of  the  Auxiliary's  goals  to  promote 
good  health  for  all  and  recruit  health  care  personnel. 
Workshops  are  sponsored  for  junior  and  senior  high 
school  students,  teachers,  occupational  specialists, 
and  others.  Financial  support  through  HOSA  is  pro- 
vided by  the  Auxiliary  in  the  form  of  a scholarship 
award  to  the  outstanding  Florida  HOSA  student.  The 
Auxiliary  will  also  sponsor  one  of  the  competitive 
events  at  the  1985  meeting  of  HOSA.  County  auxilia- 
ries are  urged  to  support  local  HOSA  chapters  by 
contributions  and  professional  membership  in  HOSA, 
and  are  encouraged  to  examine  or  begin  their  own  pro- 
grams for  recruiting  allied  health  care  personnel. 

"The  Hands  of  HOSA  Mold  the  Health  of  Tomorrow" 

Mrs.  Margaret  (Ferdinando)  Vizzi 
State  Health  Careers  Chairman 
Tampa 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

♦Discounts  on  IBM  and  Texas  Instruments  Hardware  *Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

♦Hardware  (IBM  or  Texas  Instruments) 

♦Software 

♦Training 

♦After  Sale  Support 

♦Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


♦Patient  Profiles 
♦Accounts  Receivable/Billing 
♦Insurance  Processing/Tracking 
♦Collection  System 
♦Recall  Notices 

♦Full  line  of  Management  Reports 
♦And  much  more  . . . 


♦Word  Processing 
♦General  Ledger 
♦Accounts  Payable 
♦Payroll 

♦Inventory  Control 
♦Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure 


Call  Southern  Medical  at  205-945-1840 

or 

Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City  State  Zip 


Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Vascular  and  Pulmonary  Diseases 
Diagnosis  and  Management 


• Sponsored  by  the  University  of  Colorado  School  of  Medicine  and 
by  Medical  Education  Resources  (a  non-profit  organization) 

• 21/2  day  weekend  seminars  or  4 day  programs  in  locations 
throughout  the  United  States,  Mexico,  Canada,  and  the  Caribbean. 

• 13  to  16  credit  hours  by  the  American  Medical  Association,  the 
American  Academy  of  Family  Physicians,  and  other  medical 
organizations. 

• Presented  by  nationally-renowned  physicians  noted  for  their 
expertise  in  these  subjects  and  for  their  communicative  ability. 

• Oriented  to  presenting  clinically  relevant  information  to  primary 
care  physicians  and  focuses  on  specific  aspects  of  vascular  and 
pulmonary  diseases  commonly  observed  in  the  office/clinic  setting. 


Winter-Summer  1985  Seminar  Schedule 


N 


In  Florida: 

Lake  Buena  Vista,  Florida 

January 

25-27 

Hilton  Hotel 

Ft.  Lauderdale,  Florida 

March 

22-24 

Bahia  Mar  Hotel 

Kissimmee,  Florida 

July 

26-28 

Orlando  Hyatt  Hotel 

Other  States: 

Las  Vegas,  Nevada 

January 

25-27 

MGM  Grand  Hotel 

Scottsdale,  Arizona 

February 

8-10 

Doubletree  Inn 

Palm  Springs,  California 

February 

15-17 

International  Hotel  Resort 

New  Orleans,  Louisiana 

February 

22-24 

Hyatt  Regency  Hotel 

Maui,  Hawaii  * 

March 

25-29 

Sheraton  Hotel 

Las  Vegas,  Nevada 

March 

29-31 

Desert  Inn  Hotel 

Williamsburg,  Virginia 

April 

19-21 

Hospitality  House 

San  Francisco,  California 

April 

26-28 

Renaissance  Hotel 

Washington,  D.C. 

May 

3-5 

Marriott  Hotel 

Newport  Beach,  California 

June 

21-23 

Balboa  Bay  Club 

Toronto,  Canada 

June 

21-23 

Inn  on  the  Park 

Hilton  Head,  South  Carolina 

July 

19-21 

Mariners  Inn 

Anaheim,  California 

August 

2-4 

Disneyland  Hotel 

Cape  Cod,  Massachusetts 

August 

9-11 

Dunfey  Hyannis  Hotel 

Monterey,  California 

August 

16-18 

Doubletree  Inn 

* Maui,  Hawaii  - Special  16  hour  program 

V / 


For  information,  write  to: 

Medical  Education  Resources,  Inc. 

Miss  Leslie  Shaffer,  CME  Coordinator 
5808  S.  Rapp  St.,  Suite  202,  Littleton,  CO  80120 
(303)  798-9682 


Or  call  Toll  Free:  1-800-421-3756 


Meetings 

Accepted  by  the 
FMA  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


FEBRUARY 

11th  Annual  Conference  in 
Anesthesiology,  Feb.  2-9,  Vail 
Colorado.  For  info.:  Sonja 
Craythorne,  Department  of 
Anesthesiology,  Post  Office 
Box  016960,  Miami  33101, 
(305)  547-6411. 

Current  Concepts  in  Pain 
Management,  Feb.  4-8, 
Steamboat  Springs,  CO.  For 
information:  Dr.  Berman,  3301 
Johnson  St.,  Hollywood  33021, 
(305)  989-6650. 

19th  Annual  Symposium  on 
Cosmetic  Surgery,  Feb.  7-9, 
Miami.  For  information:  233 
N.  Michigan  Avenue,  Suite 
1900,  Chicago,  IL  60601. 

Ophthalmology:  Clinical 
Update,  Feb.  7-9,  Hyatt 
Regency  Grand  Cypress, 
Orlando.  For  information:  Phil 
Pyster,  2020  West  Fairbanks 
Ave.,  Winter  Park  32789,  (305) 
647-8839. 

Conference  on  General  Pedi- 
atrics, February  7-10,  Ft. 
Lauderdale  Marriott  Hotel 
and  Marina.  For  information: 
Ellio  Ellis,  M.D.,  Children’s 
Hospital  of  Buffalo,  219 
Bryant  Street,  Buffalo,  NY 
14222,  (716)  878-7630. 

Update  Anesthesia  1985,  Feb. 
9-10,  Holmes  Regional 
Medical  Center.  For  infor.: 
George  Mix,  M.D.,  1304  S.  Oak 
Street,  Melbourne  32901. 

Timely  Topics  in  Obstetrics  & 
Gynecology  with  Duke  Univ., 

Feb.  11-13,  The  Good 
Samaritan  Hospital,  W.  Palm 
Bch.  For  info.:  Barbara  L. 
Breznen,  P.O.  Box  3166,  West 
Palm  Beach  33402-3166,  (305) 
655-5511. 

Miami  Wintercourse  Sym- 
posium, Advances  in  Gene 
Technology,  Feb.  11-15, 
Miami.  For  info.:  Sandra 
Black,  Dept,  of  Biochemistry 
& Papanicolaou  Institute, 


Current  Concepts  in  Ophthal- 
mology, Feb.  11-16,  Bahia 
Mar  Hotel,  Ft.  Lauderdale. 
For  information:  Phil  Pyster, 
2020  W.  Fairbanks  Avenue, 
Winter  Park  32789,  (305) 
647-8839. 

OB/GYN  Ultrasound  and 
Perinatology  Symposium, 

Feb.  15-19,  Miami  Bch.  For  in- 
formation: Dept,  of  OB/GYN, 
Patti  Mundy,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6944. 

February  Course  in  Arrhyth- 
mias, Feb.  18-20,  Marriott 
Harbor  Beach  Hotel,  Ft. 
Lauderdale.  For  information: 
Jules  Constant,  M.D.,  Cardiac 
Study  Fund,  P.O.  Box  114, 
Hiler  Brand,  Buffalo,  NY 
14223,  (716)  836-5172. 

Conference  on  the  Beach, 

Feb.  19-23,  Daytona  Hilton, 
Daytona.  For  info.:  Bernard 
Breiter,  M.D.,  P.O.  Box  1990, 
Daytona  Beach  32015,  (904) 
254-4167. 

OB/GYN  Caribbean  Seminar, 

Feb.  20-24,  Miami  Bch.  For  in- 
formation: Dept,  of  OB/GYN, 
Patti  Mundy,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6944. 

Breast  Cancer  Update  Inter- 
national 1985,  February  21- 
23,  Biscayne  Marriott  Hotel, 
Key  Biscayne.  For  info.:  Dan 
Osman,  M.D.,  6614  Miami 
Lakes  Drive  E,  Miami  Lakes 
33014,  (305)  687-1367. 

XII  Pediatric  Dermatology 
Seminar,  Feb.  21-24,  Doral 
Beach  Hotel,  Miami  Bch.  For 
information:  Guinter  Kahn, 
M.D.,  16800  NW  2nd  Avenue, 
Suite  401,  N.  Miami  Bch. 
33169,  (305)  652-8600. 

The  Diagnosis  and  Manage- 
ment of  the  Mil,  Feb.  22-24, 
Marriott  Hotel,  Ft.  Lauderdale. 
For  info.:  Beverly  Jacobsen, 
64  Inverness  Dr.  E,  Englewood, 
CO  80112,  (303)  790-8445. 

The  Acute  Ml,  February  22-24, 
Ft.  Lauderdale.  For  info.: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 

5th  International  Symposium 
on  Neurological  Surgery  of 
the  Ear  and  Skull  Base,  Feb. 
23-28,  Sarasota.  For  info.: 
Beryl  E.  Adams,  SCMS,  1845 
Hillview  St.,  Sarasota  33579, 


Winter  Conference  on  Prin- 
ciples of  Practice  Manage- 
ment, Feb.  23-Mar.  2,  Vail, 
CO.  For  info.:  Dept,  of  Anes- 
thesiology, Sonja  Craythorne, 
P.O.  Box  016960,  Miami  33101, 
(305)  547-6411. 

Intensive  Care  Symposium, 

Feb.  23-Mar.  2,  Vail,  CO.  For 
info.:  Dept,  of  Anesthesiology, 
Sonja  Craythorne,  Post  Office 
Box  016960,  Miami  33101, 
(305)  547-6411. 

Pediatric  Dermatology 
Seminar  XII,  Feb.  24-25,  Doral 
Bch.  Hotel,  Miami  Beach.  For 
information:  Guinter  Kahn, 
M.D.,  16800  N.W.  2nd  Avenue, 
Suite  401,  Miami  33169,  (305) 
652-8600. 

Persistent  Renal  - GU 
Disorders,  Feb.  24-28,  Bal 
Harbour.  For  information: 
Dept,  of  Pediatrics,  Pearl 
Seidler,  P.O.  Box  016960, 
Miami  33101,  (305)  549-6726. 

Probing  Pediatric  Problems 
with  Duke  University,  Feb.  25- 
27,  Good  Samaritan  Hospital, 
W.  Palm  Bch.  For  informa- 
tion: Barbara  Breznen,  P.O. 
Box  3166,  West  Palm  Beach 
33402-3166,  (305)  655-5511. 

Estrogen  Replacement  Ther- 
apy — Osteoporosis,  Feb.  26, 
Lykes  Memorial  Hospital, 
Brooksville.  For  information: 
MPR  Nathan,  M.D.,  14540 
Cortez  Blvd.,  Brooksville 
33512,  (904)  596-1822. 

Neurological  Update,  Feb. 
26-Mar.  3,  Sheraton,  Bal  Har- 
bour. For  info.:  Div.  of  CME, 
University  of  Miami,  P.O.  Box 
016960,  Miami  33101,  (305) 
547-6716. 


Hepatobiliary  Disease  in 
Clinical  Practice,  Feb. 
27-Mar.  1,  SheratonBal  Har- 
bour. For  info.:  Division  of 
CME,  D23-3,  9701  Collins 
Ave.,  Bai  Harbour  33154,  (305) 
547-6717. 

17th  Teaching  Conference  in 
Clinical  Cardiology,  Feb. 
27-Mar.  2,  Bal  Harbour.  For 
info.:  Division  of  Research  in 
Medical  Education,  Ginny 
McCans,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6491. 

10th  Annual  Midwinter 
Seminar  in  OB/GYN,  Feb.  28- 
Mar.  2,  Don  CeSar  Beach 
Resort,  St.  Petersburg  Bch. 


For  info.:  Univ.  of  S.  Fla. 
Medical  Ctr.,  Dept,  of  Ob/Gyn, 
Box  18,  Tampa  33612,  (813) 
974-2088. 


MARCH 

The  Cancer  Conference,  Mar. 
1-2,  Hilton  Hotel,  Daytona 
Beach.  For  information:  H. 
Kerman,  M.D.,  570  Memorial 
Circle,  Ormond  Beach,  (904) 
672-1852. 

Perplexing  Questions  for 
Pulmonary  Medicine,  March 
2,  Rusty  Pelican,  Tampa.  For 
info.:  David  Solomon,  M.D., 
13000  N.  30th  Street,  Tampa 
33612,  (813)  972-2000,  Ext. 
152. 


Internal  Medicine  1985,  Mar. 
3-8,  Sheraton  Bal  Harbour. 
For  information:  Jose  Bodes, 
M.D.,  Dept,  of  Medicine 
R-760,  P.O.  Box  016760, 
Miami  33101,  (305)  547-6063. 

Monitoring  Geriatric 
Medicine,  Mar.  4-6,  The  Good 
Samaritan  Hospital,  W.  Palm 
Beach.  For  info.:  Daniel  N. 
Tucker,  M.D.,  P.O.  Box  3166, 
W.Palm  Bch.  33402-3166, 
(305)  655-5511  Ext.  4236. 

Mediclinics  Postgraduate 
Medical  Refresher  Course, 

Mar.  4-15,  Holy  Cross 
Hospital,  Ft.  Lauderdale.  For 
information:  Donald  Lannin, 
M.D.,  2917  S.  Ocean  Blvd., 
Suite  905,  Highland  Beach 
33431,  (305)  272-8973. 


Intensive  Care  for  Neurologi- 
cal Trauma  and  Disease  1985, 
March  6-10,  Sheraton  Bal 
Harbour.  For  info.:  Division  of 
CME  D23-3,  University  of 
Miami,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6716. 

Practical  Gynecologic 
Pathology  for  the  Clinician, 

Mar.  7-9,  Sonesta  Bch.  Hotel, 
Key  Biscayne.  For  informa- 
tion: Patience  A.  Schenck, 
600  Maryland  Avenue  SW, 
Washington,  DC  20024,  (202) 
638-5577. 

Magnetic  Resonance  Imaging 
in  Medical  Practice,  Mar. 
10-14,  Sheraton  Bal  Harbour. 
For  info.:  Manuel  Viamonte 
Jr.,  M.D.,  4300  Alton  Road, 
Miami  Beach  33140,  (305) 
674-2680. 


P.O.  Box  016960,  Miami 
33101,  (305)  547-6265.  (813)  366-2700. 
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Problems  in  Rheumatology, 

Mar.  13-16,  Don  Cesar  Hotel, 
St.  Petersburg  Bch.  For  info.: 
Bernard  Germain,  M.D.,  Univer- 
sity of  South  Florida,  Box  19, 
Tampa  33612,  (813)  874-2681. 

3rd  Annual  Clinical  Manage- 
ment of  the  Elderly  Patient 
for  the  Practicing  Physician, 

Mar.  14-16,  Americana  Dutch 
Inn,  Orlando.  For  information: 
Gregor  Pawlson,  M.D.,  7201 
Rossville  Blvd.,  Baltimore, 
MD  21237,  (202)  676-4269. 

Sarasota  national  Con- 
ference on  Pediatric  Lung 
Disease,  Mar.  15-17,  Sarasota 
Hyatt  House.  For  informa- 
tion: Gerd  Cropp,  M.D.,  219 
Bryant  Street,  Buffalo,  NY 
14222,  (716)  878-7630. 

Surgical  Update  - 1985  - With 
Duke  University,  Mar.  18-20, 
Good  Samaritan  Hosptial,  W. 
Palm  Bch.  For  information: 
Barbara  Breznen,  P.O.  Box 
3166,  West  Palm  Bch.  33402, 
(305)  655-5511. 

Update  in  Clinical  Nutrition, 

March  21,  University  of  South 
Florida,  Tampa.  For  info.:  Jay 
Mamel,  M.D.,  12901  N.  30th 
Street,  Tampa  33612,  (813) 
974-2034. 

16th  Annual  Topics  in  Internal 

Medicine,  Mar.  21-23,  University 
Centre  Hotel,  Gainesville.  For 
info.:  A.  Jay  Block,  M.D., 
JHMHC  J-233,  Gainesville 
32610,  (904)  392-2666. 

Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  March  22- 
24,  Bahia  Mar  Hotel,  Ft. 
Lauderdale.  For  info.: 
Stephen  Mattingly,  5808  S. 
Rapp  Street,  Littleton,  CO 
80120,  (303)  798-9682. 

Meeting  of  the  International 
College  of  Surgeons,  Mar.  25- 
28,  Buena  Vista  Palace,  Lake 
Buena  Vista.  For  info.:  Inter- 
national College  of  Surgeons, 
1516  North  Lake  Shore  Drive, 
Chicago,  IL  60610,  (312) 
642-3555. 

4th  Annual  Symposium  on 
Clinical  Management  of 
Diabetes  and  Endocrine 
Disorders,  March  27-30, 
Don  CeSar  Resort  Hotel,  St. 
Petersburg.  For  information: 
Robert  Farese,  M.D.,  JA  Haley 
Veterans  Hospital,  Bruce  B. 
Downs  Blvd.,  Tampa  33612, 
(813)  972-2000  Ext.  568. 


Interesting  Topics  in  Ortho- 
pedics, Mar.  28-30,  Royce 
Hotel,  West  Palm  Beach.  For 
information:  Michael  Zeide, 
M.D.,  7820  Edgewater  Drive, 
West  Palm  Beach  33406,  (305) 
433-0797. 

The  Diagnosis  and  Manage- 
ment of  the  Acute  Mil,  Mar. 
29-31,  Don  CeSar  Hotel,  St. 
Petersburg.  For  info.:  Beverly 
Jacobsen,  64  Inverness  Drive 
East,  Englewood,  CO  80112, 
(800)  525-8651. 

Current  Concepts  in  Pro- 
sthetic Replacement  of  the 
Hip  and  Knee,  Mar.  31  - Apr.  3, 
Sheraton  Bal  Harbour.  For  info.: 
Charles  Weiss,  M.D.,  4300 
Alton  Road,  Miami  Beach 
33140,  (305)  674-2121. 

Practical  Aspects  of  Newer 
Cardiovascular  and  Renal 
Therapies,  Mar.  31 -Apr.  3, 
Hyatt  Regency,  Orlando.  For 
information:  Univ.  of  Miami, 
Div.  of  CME,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6716. 

American  College  of  Surgeons 
Spring  Meeting,  Mar.  31  -Apr. 
4,  Miami.  For  info.:  American 
College  of  Surgeons,  55  East 
Erie  Street,  Chicago,  IL  (312) 
664-4050. 


APRIL 

Spring  1985  Family  Practice 
Review,  April  1-5,  Sheraton 
World  Center,  Orlando.  For 
info.:  William  Stewart,  M.D., 
JHMHC  J-233,  Gainesville 
32610,  (904)  392-3143. 

Interventional  Radiology,  3rd 
Annual  Seminar,  Apr.  2-6,  Walt 
Disney  World  Village  Hotel 
Plaza,  Lake  Buena  Vista.  For 
info.:  Charleen  Krissman, 
12901  N.  30th  Street,  Tampa 
33612,  (813)  974-2538. 

Trends  and  Techniques,  Apr. 
10-12,  Hilton  Hotel,  Lake 
Buena  Vista.  For  information: 
Eileen  Coulombe,  JHMHC 
J-294,  Gainesville  32610,  (904) 
392-2893. 

Issues  and  Advances  in  Pedi- 
atrics — 1985,  Apr.  10-12, 
Sheraton  Sand  Key  Resort, 
Clearwater  Bch.  For  informa- 
tion: Lewis  Barness,  M.D., 
12901  N.  30th  St.,  Tampa 
33612,  (813)  974-4214. 


Cardiology  Workshop,  Apr.  12, 
Hyatt  Regency  Hotel,  Tampa. 
For  info.:  Joseph  E.  Holland, 
M.D.,  4057  Carmichael  Ave., 
Suite  229,  Jacksonville  32207, 
(9]4)  398-5667. 

Family  Practice  Weekend  — 
Tampa,  Apr.  12-14,  Hyatt 
Regency,  Tampa.  For  info.: 
Joseph  Holland,  M.D.,  4057 
Carmichael  Ave.,  Suite  229, 
Jacksonville  32207,  (904) 
398-5667. 

Advanced  Cardiac  Life  Support, 

Apr.  13-14,  Pasco-Hernando 
Comm.  College,  New  Port 
Richey.  For  information: 
James  Marlowe,  M.D.,  P.O. 
Box  1058,  New  Port  Richey 
34291-1058,  (813)  842-9574. 

Sudden  Death  • Clinical  and 
Pathological  Correlation,  Apr. 
18-20,  Bonaventure  Intercon- 
tinental Hotel  and  Spa,  Ft. 
Lauderdale.  For  information: 
Esther  Cohen,  4300  Alton  Rd., 
Miami  Beach  33140,  (305) 
674-2121. 

15th  Annual  Radiation 
Therapy  Clinical  Research 
Seminar,  Apr.  18-20,  Gainesville 
For  info.:  Hal  Jacobson,  M.D., 
JHMHC  J-385,  Gainesville 
32610,  (904)  392-3161. 

The  Current  Status  of  Tissue 
& Mechanical  Heart  Valve 
Replacement,  Apr.  27,  St. 
Joseph’s  Hospital,  Tampa. 
For  info.:  Dennis  Pupello, 
M.D.,  3001  W.  Buffalo  Ave., 
Tampa  33677,  (813)  870-4130. 


MAY 

Current  Concepts  in  Pain 
Management,  May  10-29, 
Mississippi  Steamboat  Cruise. 
For  information:  Dr.  Berman, 
3301  Johnson  St.,  Hollywood 
33021,  (305)  989-6650. 

Master  Approach  to  Cardio- 
vascular Problems,  May  25-27, 
Contemporary  Hotel,  Orlando. 
For  information:  Yolanda 
Barcena,  Dept,  of  Medicine, 
Univ.  of  Miami,  Miami  33101, 
(305)  549-7124. 


JUNE 

American  & European  Views 
on  Critical  Care,  June  8-15, 
Cannes,  France.  For  info.: 
Sonja  Craythorne,  Dept,  of 
Anesthesiology,  Univ.  of 
Miami,  Miami  33101,  (305) 
547-6411. 

Coronary  Artery  Disease  and 
Sudden  Death:  Primary  and 
Secondary  Prevention,  June 

14- 16,  Hyatt  Grand  Cypress, 
Orlando.  For  information: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 

10th  Annual  Florida  Suncoast 
Pediatric  Conference,  June 

15- 19,  Sheraton  Sand  Key 
Hotel,  Clearwater  Beach.  For 
information:  Gilbert  Pitisci, 
M.D.,  2902  Beach  Dr.,  Tampa 
33609,  (813)  870-3720 


The  American  Diabetes  Association 
through  its  service,  education  and 
research  programs,  gives  help  today 
and  hope  for  tomorrow  to  all  children 
and  adults  with  diabetes.  YOU  can  help 
support  these  projects  by  calling  your 
local  DIABETES  ASSOCIATION,  listed 
in  your  telephone  directory. 

CALL  TODAY! 

Florida  Affiliate 
(305)  894-6664 


Vol.  72,  No.  1/J.  FLORIDA  M.A./JANUARY  1985/59 


PHYSICIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


Its  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 


(North  Florida) 

CPT  WINOKUR,  MSC 
(305)  896-4930/4793  COLLECT 
USAR  AMEDD  PROCUREMENT 
3101  MAGUIRE  BLVD.,  SUITE  166 
ORLANDO,  FL  32803 


(South  Florida) 

CPT  WALTER  DAVIS,  MSC 
(305)  667-5600/5609 
USAR  AMEDD  PROCUREMENT 
SUITE  207,  5900  S.W.  73RD  STREET 
MIAMI,  FL  33143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


NORTH  RIDGE  GENERAL  HOSPITAL 

presents 

THE  NINTH  ANNUAL 
CARDIOVASCULAR  SYMPOSIUM 

February  15-17,  1985 

GUEST  FACULTY 


JAY  N.  COHN,  M.D. 

Professor  of  Medicine 
Head,  Cardiovascular  Division 
University  of  Minnesota 

CHARLES  FISCH,  M.D. 

Distinguished  Professor  of  Medicine 
Director,  Cardiovascular  Division 
and  Krannert  Institute  of  Cardiology 

DOUGLAS  ROSING,  M.D. 

Head,  Cardiac  Catheterization  Laboratory 
N.I.H. 

Clinical  Professor  of  Medicine 

George  Washington  University  of  Medicine 


RICHARD  K.  MYLER,  M.D. 

Medical  Director 
San  Francisco  Heart  Institute 
Seton  Medical  Center 
Clinical  Professor  of  Medicine 
University  of  California,  San  Francisco 

LEON  RESNEKOV,  M.D.  (Cape  Town),  F.R.C.P. 
Frederick  H.  Rawson  Professor  of  Medicine 
Department  of  Medicine,  Cardiology 
The  University  of  Chicago 


PROGRAM  CHARIMAN 

ALI  R.  GHAHRAMANI,  LMSSA  (LONDON),  M.D.,  F.A.C.C. 

Director,  Cardiac  Catherization  Laboritories 
North  Ridge  General  Hospital 
Clinical  Associate  Professor  of  Medicine  (Cardiology) 
University  of  Miami  School  of  Medicine 


REGISTRATION  LIMITED:  For  further  information  contact:  Barbara  Stornant 


North  Ridge  General  Hospital 

The  Hospital  With  A Heart 

5757  North  Dixie  Highway,  Ft.  Lauderdale,  Florida  33334 
Dade  (305)  944-5435  • Broward  (305)  776-6000  • Boca  Raton/Delray  Beach  (305)  368-9142 


UNIVERSITY  OF  SOUTH  FLORIDA 

COLLEGE  OF  MEDICINE 

“NEURO- ONCOLOGY  UPDATE  ’85” 

February  9,  1985 

Department  of  Neurology 

Topics  and  Speakers: 

Rationale  for  Chemotherapy 

Systemic  Chemotherapy 

Victor  A.  Levin,  M.D.  (University  of  California) 

Surasak  Phuphanich,  M.D.  (USF) 

Cerebral  Edema 

Intracarotid  Chemotherapy 

Leon  D.  Prockop,  M.D.  (USF) 

Shashidhar  Kori,  M.D.  (USF) 

CT  and  NMR  Correlates 

Intrathecal  Chemotherapy 

F.  Reed  Murtagh,  M.D.  (USF) 

Victor  A.  Levin,  M.D.  (University  of  California) 

Metastatic  Disease  and  Non-Metastatic  Complications 

Complications  of  Radiation  and  Chemotherapy 

Leon  D.  Prockop,  M.D.  (USF) 

Surasak  Phuphanich,  M.D.  (USF) 

i Recurrent  and  Malignant  Meningioma 

Pain  Management 

David  Cahill,  M.D.  (USF) 

Shashidhar  Kori,  M.D.  (USF) 

Interstitial  Radiation 

Panel  Discussion 

Philip  H.  Gutin,  M.D.  (University  of  California) 

All  participants  and  attendees 

FOR  FURTHER  INFORMATION,  PLEASE  CONTACT: 

Office  of  Continuing  Medical  Education 

University  of  South  Florida,  Medical  Center,  Box  46 

12901  N.  30th  Street,  Tampa,  FL  33612 

(813)  974-4296 

FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


m 


CROCOMPUTER  APPLICATIONS 
IN  HEALTH  CARE  PRACTICE 
AND  EDUCATION 


Presenting 

National  Authorities  in  Health-Care  Related 
Microcomputer  Applications 

also 

“Hands-On”  Microcomputer  Tutorials  in: 

• Computer  Literacy  • Office  Management 

• Financial  Planning 

• Data  Base  Management  • Information  Retrieval 

• Data  Communications  • and  much  morel! 

January  19, 1985 

James  L.  Knight  International  Conference  Center 
Miami,  Florida 

sponsored  by: 

University  of  Miami,  School  of  Medicine  and 
School  of  Continuing  Studies 

CME  credits  are  available 

A JT university  OF  For  further  information  call: 

Dr.  Jay  E.  Yourist 
Microcomputer  Institute 

(305)  284-5419 


■ 


rou  know  it's  not  your 
veryday  patient  problem, 
dcoholism  is  far  different 
rom  most  other  diseases, 
’atients  try  to  hide  it  from 
rou.  They  resist  treatment, 
fhey  deny  they  have  the 
lisease  at  all. 

Such  a complex  physical 
md  emotional  problem 
lsually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  or  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  County, 
v 813/447-4806)  any- 
\A:  time,  day  or  night. 

BROOKWOOD 

Recovery  Centers 

A health  care  service  of 
American  Medical  International 


Classified 

Ads 

Classified  advertising  rates 
are  S10  00  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word 
Deadline  is  first  of  the 
month  preceding  month 
of  publication 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


WILLOW  CREEK  PRO- 
FESSIONAL CENTER  in 
Englewood,  24  miles  south  of 
Sarasota,  one  mile  from  Gulf 
of  Mexico  — seeking  primary 
care  physician  to  complement 
professional  staff.  Englewood 
building  100  bed  hospital  in 
response  to  Certificate  of 
Need  for  its  35,000  people. 
1,000  to  4,300  sq.ft,  available 
at  $9.50  per  square  foot.  Afflu- 
ent and  beautiful  area.  Write 
or  call  for  description  and 
photos:  2011  Englewood  Rd., 
Englewood,  FL  33533,  Tel. 
(813)  474-7771. 

GENERAL  INTERNISTS, 
PEDIATRICIANS,  THORACIC 
SURGEON,  Expanding  30  man 
physician  multispecialty  group 
in  West  Palm  Beach,  Fla.  seeks 
dynamic,  Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box 
2411,  Jacksonville,  FL  32203. 

FAMILY  PHYSICIAN 
needed  as  an  associate  in  a 
well  established  solo  practice 
in  central  Florida,  utilizing  2 
modern  hospitals.  Require 
board  certified  or  be  eligible. 
Send  CV  to:  Family  Medical 
Clinic,  2625  Johnson  Point, 
Leesburg,  FL  32748,  (904) 
589-2164. 

EMERGENCY  PHYSICIANS: 
Regional  Trauma  Center  in 
Orlando  has  openings  for  full 
time  emergency  physicians. 
Send  CV  to:  David  Wilson, 
M.D.,  Emergency  Dept.,  Orlando 
Regional  Medical  Center,  1414 
S.  Kuhl  Avenue,  Orlando,  FL 
32806. 

GENERAL  INTERNIST  to 
join  growing  private  and  HMO 
practice  in  Tampa,  FL  area. 
Send  CV  and  references  to 
Mark  S.  Stern,  M.D.,  302  S. 
Bryan  Road,  Brandon,  FL 
33511. 

CARDIOLOGIST:  Board 
certified/board  eligible  to  join 
group  of  20  board  certified 
and  subspecialty  certified 
internists.  Academic  stimulus; 
modern  hospitals.  Financially 
rewarding.  Beautiful  area. 
Write  with  CV  to  C-1251,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 


ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 


FLORIDA  - FULLTIME  ED 
Physician  desired.  US  trained. 
Central  Florida  hosptial;  150 
beds;  15,000  ED  visits  yearly. 
42  hour  week.  Guaranteed 
yearly  income.  Contact: 
Thomas  E.  Langley,  M.D.,  Box 
1885,  Eustis,  FL  32726,  Tel. 
(904)  589-3336. 


RADIOLOGY:  Diagnostic 
Radiologist  with  boards  or 
special  competence  in  nuclear 
medicine,  or  with  expertise  in 
interventional  radiology  wanted 
as  replacement  for  retiring 
senior  radiologist  in  practice 
comprised  of  two  hospitals 
and  three  private  offices. 
Send  CV  to:  Peter  H.  Joyce, 
M.D.,  545  Holly  Road,  Vero 
Beach,  FL  32963  or  call  (305) 
231-1821,  evenings. 

ORTHOPAEDIC  SURGEON 
with  Hand  subspecialty  on 
Florida’s  east  coast  to  join 
Orthopaedic  group  as  soon 
as  possible.  Send  resume  to 
4915  South  Congress  Avenue, 
Lake  Worth,  FL  33461. 

DIABETOLOGIST:  Large, 
multispecialty  clinic  on  the 
Florida  west  coast  is  seeking 
a BC/BE  Diabetologist  or 
Endocrinologist  to  join  an 
established  rapidly  growing 
practice.  Training  in  insulin 
pump  therapy  preferred.  Excel- 
lent income  opportunity  with 
no  investment  required.  Our 
location  offers  unlimited 
cultural,  recreational  and 
leisure  activities.  Send  CV  to: 
C-1250,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

BECOME  AN  HMO  affiliate 
in  your  own  office.  Specialists 
needed  to  refer  our  patients  to. 
Discover  advantages  of  posi- 
tive cash  flow,  capitation, 
etc.  Call  Robert  M.  Markey  at 
Health  • Med  Systems,  (305) 
651-8830. 


CENTRAL  FLORIDA:  Board 
certified/eligible  Nephrologist 
needed  to  join  well  established 
Nephrology  practice.  Acute 
and  chronic  dialysis  (HEMO 
and  Peritoneal)  facilities 
available.  Send  CV  to  Hugo  R. 
Tapia,  M.D.,  1417  Lakeland 
Hills  Boulevard,  Suite  204, 
Lakeland,  FL  33805. 

INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 

BUSY  ST.  PETERSBURG 
GERIATRIC  PRACTICE  needs 
full-time  physician;  part-time 
opportunity  also  available. 
Serious  inquires  only:  P.O. 
Box  40160,  St.  Petersburg,  FL 
33743. 

FAMILY  PHYSICIAN  to 
assume  existing  practice  30 
minutes  from  Jacksonville. 
Medical  clinic  has  x-ray,  lab 
and  cardiovascular  consulta- 
tion including  onsite  treadmill, 
echo,  holter  and  vascular 
testing.  Excellent  guarantee 
plus  incentive.  C-1243,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 

OB/GYN  — FLORIDA: 
Board  certified/board  eligible 
to  join  fast  growing  two  man 
practice  in  small  town;  sur- 
rounded by  lakes  and  rivers, 
recreational  area;  good  com- 
pensation, advance  to  partner. 
Please  send  CV  and  refer- 
ences to  C-1244,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

WANTED:  INTERNIST, 
Board  certified;  subspecialty 
preferable  but  not  mandatory. 
Prefer  Florida  resident.  Must 
have  Florida  license.  Large 
volume  practice.  For  further 
information  send  CV  to:  Drs. 
Cooke,  Sussman,  Staller  & 
Fien,  P.A.,  12570  NE  7th  Ave., 
North  Miami,  FL  33161,  (305) 
895-8584. 

ST.  PETERSBURG  and 
CLEARWATER  — Emergency 
Room  and  Family  Practice 
Clinic  seeking  qualified 
Emergency  or  Family  Physi- 
cians for  full  and  part-time 
positions.  Send  CV  or  contact 
Drs.  Prawer  or  Mitchell,  4951 
34th  Street,  So.  St.  Petersburg, 
FL  33711,  (813)  867-8641. 
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FAMILY  PRACTITIONER 
to  associate  with  2 Family 
Practitioners  in  21  member 
multispecialty  clinic.  Board 
certified  or  board  eligible. 
Guaranteed  salary  with  incen- 
tive bonus.  Clinic  located  in 
the  heart  of  the  Florida  citrus 
industry  and  lake  country.  IV2 
hours  to  either  coast.  Imme- 
diate drawing  area  90,000. 
For  additional  information, 
send  CV  to:  C-1247,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

POSITIONS  AVAILABLE: 
Semi-retired  or  retired  physi- 
cians interested  in  part-time 
work  in  your  area.  Flexible 
schedule.  Inquire:  C-1248, 
P.O.  Box  2411,  Jacksonville, 
FL  32203. 

ONE  OF  THE  FINEST 
private  DIAGNOSTIC  & 
TREATMENT  centers  is  now 
accepting  resumes  for  practic- 
ing physicians  in  the  following 
fields  for  March  1985  opening: 
Pediatricians,  Orthopedics, 
Orthodontists,  Ear,  Nose  & 
Throat  Specialists,  Family 
Doctors,  Pediatric  Surgeons, 
Gynecologists,  Obstetricians, 
Urologist,  Psychologists,  Oral 
Surgeons,  Plastic  Surgeons, 
Pathologists,  X-ray  Techni- 
cians, Cardiologists,  Aller- 
gists, Nutritionists,  Physical 
Therapist,  Endocrinologists, 
Surgical  Nurses,  Specialist 
Nurses.  High  salary,  profit 
sharing  and  many  more  amen- 
ities. Please  respond  by  send- 
ing resume  to  Dr.  James  R. 
Brown,  P.O.  Box  291750,  Ft. 
Lauderdale,  FL  33314. 


Situations  Wanted 

PATHOLOGIST:  Florida 
licensed,  certified  AP-CP, 
20  years  experience  wishes 
to  relocate  in  Florida  from 
northern  climate  for  additional 
two  decades  of  active  practice. 
Contact:  I.  Oppenheim,  M.D., 
333  E.  Ontario  St.,  Chicago,  IL 
60611,  (312)  944-7653  nights. 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  July 
1985.  Invasive-noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 


ANESTHESIOLOGIST: 
Board  certified,  8 years 
experience  in  all  aspects  of 
anesthesiology.  Wishes  to 
relocate.  Has  Florida  license. 
Solo  or  group  practice. 
C-1239,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

PEDIATRICIAN:  Board 
certified  with  14  years  private 
practice  experience.  U.S. 
hospital  trained.  Seeking  job 
opportunity  in  northeast 
Florida  HMO,  private  or 
group.  Available  immediately. 
C-1252,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


MEDICAL  TECHNOLOGIST 
(M.T.-ASCP,  CLS-NCA)  to 
relocate,  Gulf  Coast  area. 
Needs  position  in  clinical  lab 
or  hospital.  Scott  June,  4188 
Davison,  Lapeer,  Ml  48446, 
(313)  664-8905. 

INTERNIST  — Board  cer- 
tified Gastroenterologist, 
seeks  part-time  weekend 
employment.  Some  evenings 
also  possible.  Please  respond 
to:  C-1253,  Post  Office  Box 
2411  Jacksonville,  FL  32203. 


OCCUPATIONAL  PHYSI- 
CIAN: Board  certified,  Florida 
licensed,  11  years  industrial 
experience;  knowledgeable  in 
OSHA  regulations,  EEOC, 
industrial  hygiene,  chemical 
dependence,  workers’  com- 
pensation, care  of  industrial 
injuries  and  illness,  etc. 
Contact  Donald  J.  Crane, 
M.D.,  3317  West  Capitol  Dr., 
Peoria,  IL  61614,  (309) 
692-0149  evenings. 

PATHOLOGY  - NUCLEAR 
MEDICINE  — Experienced 
Pathologist,  BC  (AP,  CP) 
University  trained  Nuclear 
Medicine  (BE).  Available  July 
1985.  Seeks  relocation  in 
Florida.  Send  inquiries: 
C-1254,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

DERMATOLOGIST  with  8 
years  practice  in  clinical  Der- 
matology; Florida  license;  will 
relocate;  (Orlando,  Tampa 
areas).  Desires  practice  situa- 
tion. Available  now.  Can  do 
Family  Practice.  Please  con- 
tact: Mehdi  Nabipour,  M.D., 
1632  York  Place,  Thousand 
Oaks,  CA  91362  or  call  (805) 
495-7576  Calif,  or  (813) 
656-3482  in  Florida. 


Practices  Available 

ACTIVE  FAMILY  PRACTI- 
TIONER retiring.  Practice 
located  in  rapidly  growing 
central  Florida.  Patient 
records  and  fully  equipped 
office.  Call  (904)  622-6468  or 
write:  E.G.  Peek  Jr.,  M.D., 
Post  Office  Box  969,  Ocala, 
FL  32678. 

RADIOLOGY  - NUCLEAR 
MEDICINE  office  practice 
and  building  for  sale:  Serving 
NE  Ft.  Lauderdale  and  Beach 
Condominiums.  Across  from 
Holy  Cross  Hospital.  Two 
Siemens  x-ray  rooms  with 
Kodak  Automatic  90  second 
Processor,  Technicare  100 
Series  Gamma  Camera  with 
whole  body  imaging  table 
and  Ultimat  Multiformater, 
Hot  Lab  with  brick  hot  cell 
lead  desk  shield  and  Capintec 
Dose  Calibrator.  Equipment 
like  new  and  well  maintained. 
Room  for  ultrasound,  mammo- 
graphy and  a third  x-ray 
machine.  Approx.  2069  sq.ft. 
Terms  available.  Excellent 
tax  shelter.  Herman  E.  Rolfs, 
M.D.,  4542  N.  Federal  Highway 
(U.S.1),  Ft.  Lauderdale,  FL 
33308,  Phone:  (305)  771-9500. 

FAMILY  PRACTICE  FOR 
SALE:  Terms  negotiable;  St. 
Petersburg,  Sun  Coast,  Fla. 
Charts,  equipment,  furniture. 
Low  overhead.  Excellent  living 
area  with  good  schools.  Family 
Physician  or  Internist.  Call 
anytime  (813)  988-9164. 

PEDIATRICS  & FAMILY 
PRACTICE  FOR  SALE  on 
growing  Florida  west  coast. 
Patient  records  and  fully 
equipped  office.  Write  to  P.O. 
Box  47581,  St.  Petersburg,  FL 
33743-7581. 


lease  in  Indigo  Lakes  Profes- 
sional and  Fitness  Complex. 
A unique  opportunity  to  work 
in  conjunction  with  the  area’s 
most  prestigious  fitness 
center.  Call  Mike  McCaffrey 
(904)  254-3601  for  details. 
Watts:  1-800-874-9918. 

DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

FOR  SALE:  Vacation 
house  — lakefront  — central 
Florida.  3-2,  two  story,  chimney 
fireplace,  44  ft.  screened  patio; 
good  swimming;  near  always 
open  tennis  courts;  10V2% 
mortgage.  (305)  836-0300. 

WITHLACOOCHEE  RIVER 
COMPLETE  PRIVACY:  Magnifi- 
cent Custom  Cedar  Home  on 
2 Heavily  Wooded  Acres,  2 
Bd./2V2  Bths.  Huge  Deck  and 
Dock,  Gulf  Access,  Massive 
Stone  Fireplace,  Many  Extras. 
Send  for  Pkg.  Owner  Financing- 
$175,000.  LONA  LUBIN, 
Realtor  Assoc.,  THE  COREY 
CO.,  423  Corey  Ave.,  St.  Pete 
Beach,  FL  33706,  (813) 
367-4561. 


PUT  YOUR  SON  IN  THE 
GLASS  & MIRROR  BUSINESS! 
Young,  Successful  Owner 
Will  Stay  &Train,  Introduce  to 
Rapidly  Expanding  Accounts. 
Excellent  Reputation,  Valid 
Books,  Sterling  Credit,  Low 
Workshop  Rent,  Inventory 
Inc.  Send  for  Pkg.  $110,000. 
LONA  LUBIN,  Realtor  Assoc., 
THE  COREY  CO.,  423  Corey 
Ave.,  St.  Pete  Beach,  FL 
33706,  (813)  367-4561. 


PRACTICE  FOR  SALE: 
Busy,  solo  practice  in 
Gynecology,  due  to  approach- 
ing retirement.  Lovely  office 
adjacent  to  300  bed  private 
hospital  in  Venice,  Florida  — 
directly  on  the  beautiful  Gulf 
of  Mexico.  Patient  load  accum- 
ulated over  past  30  years.  Send 
CV  and  references  to  Post 
Office  Box  705,  Venice,  FL 
34284-0705 


Real  Estate 

INDIGO  LAKES,  Daytona 
Beach,  Florida:  Custom 
designed  medical  offices  for 


SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two  hospitals. 
1500  - 1800  sq.ft.  Fully  parti- 
tioned and  carpeted.  Reason- 
able rent.  (305)  661-5147. 


JACKSONVILLE,  FLORIDA: 
For  rent,  reasonable,  one 
remaining  space  for  a physi- 
cian. Outstanding  downtown 
location  right  at  the  main 
entrance  in  the  new  Southern 
Bell  Tower.  Full/part-time. 
Tower  Health  Practices,  301 
W.  Bay  Street,  Jacksonville, 


FL  32202.  (904)  634-0460  or 
(904)  268-4351. 
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SHARE  LARGE  NEWLY 
RENOVATED  office  with 
General  Internist.  Broward 
Condo  area.  Suitable  for  sub- 
specialist. Separate  consula- 
tion  and  exam  rooms.  X-ray. 
Excellent  location.  Call  (305) 
945-0014. 

Services 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 

WE  BUY,  SELL,  LEASE 
New  and  used  medical  instru- 
mentation — EKG’s  - labora- 
tory - Holters  - Scanners  - 
Stress  Test  - Echocardio- 
graphs  - etc.  Contact:  New 
Life  Systems,  Inc.,  Edgar 
Bentolia,  2333  N.  State  Road 
7,  Margate,  FL  33063.  (305) 
972-4600. 

LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 

STRESS  REDUCTION 
THRU  RELAXATION  IMAGERY 
A videotape  developed  by  a 
leading  psychiatrist  to  help 
you  achieve  optimum  perfor- 
mance thru  total  mental, 
physical  relaxation.  Specify 
VHS  or  BETA  II.  Send  $41.95 
to  R.I.E.  Inc.,  13550  N.  31st 
Street,  Tampa,  FL  33612. 

Equipment 

RADIO  SHACK  COMPUTER 
USERS  GROUP:  Please  send 
name,  address,  medical  spe- 
ciality and  phone  number. 
Let’s  share  ideas,  problem 
solutions  and  information 
about  good  programs.  James 
Nichols,  M.D.,  1315  Garden 
Street,  Titusville,  FL  32796. 


BENNETT  ORTHOPEDIC 
X-ray  equipment,  Generator, 
Model  #855S,  300MA  4-way 
table,  x-ray  tube  and  collimator. 
Manufactured  1979.  Excellent 
condition.  Appraised:  $15,000. 
Best  price.  Call  Linda  Urbach 
(305)  862-4962  or  Al  Reed  (305) 
671-2102. 

FOR  SALE  OR  RENT: 
EEG's  - Grass  8 channel  - 
latest  models',  in  excellent 
condition.  Inquire:  Occupant, 
P.O.  Box  272633,  Tampa,  FL 
33688. 

G.E.  DATALINE  Real  Time 
Linear  Array  Scanner,  with 
attached  Polaroid  camera;  3 
years  old  with  a perfect  service 
record.  Low  price.  For  infor- 
mation call  (305)  279-0797  or 
write  OB/GYN  Associates, 
9115  SW  87th  Avenue,  Miami, 
FL  33176. 


Meetings 

BIOFEEDBACK  — CEU 
Credit  available  — Fullife 
presents  basic  and  advanced 
workshops  in  Biofeedback 
1984-85  schedule:  Founda- 
tions of  Biofeedback,  Sept.  15 
& 16;  May  11  & 12.  Advanced 
Concepts  in  Biofeedback,  Oct. 
12-14;  June  7-9.  Review  for 
Certification  & State  of  the 
Art  in  Biofeedback,  Nov.  3 
& 4;  Feb.  23  & 24.  Clinical 
internship  program.  Contact 
the  Hartje  Stress  Clinic  for 
brochure,  2429  University 
Blvd.  West,  Jacksonville,  FL 
32217,  (904)  737-5821.  Offered 
at  the  Sea  Turtle  Inn,  1 Ocean 
Blvd.,  Jacksonville,  FL  32223, 
(904)  249-7402. 

TWO-16  HOUR  ACU- 
PUNCTURE SEMINARS, 
January  26-27  (MACRO- 
Acupuncture)  February  2-3 
(MICRO-Acupuncture)  con- 
ducted by  Dr.  Ralph  Alan  Dale 
in  Miami,  Fla.  Course  approved 
toward  certification  of  New 
York  and  Virginia  physicians 
and  dentists.  Contact  Nancy 
Whelan,  R.P.T.,  4216D  Palm 
Beach  Circle,  W.  Palm  Bch., 
FL  33406,  (305)  683-0815. 
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UNIVERSITY  OF  MIAMI 
SCHOOL  OF  MEDICINE 


MASTER  APPROACH  TO 
CARDIOVASCULAR  PROBLEMS 

Thirteenth  Annual  Conference 


The  Contemporary  Hotel 
Walt  Disney  World 
Epcot  Center 
Orlando,  Florida 

May,  25,  26  & 27,  1985 

MEMORIAL  DAY  WEEKEND 

GUEST  SPEAKERS: 

Robert  A.  O’Rourke,  M.D, 

Clinical  Diagnoses 

Mark  E.  Josephson,  M.D. 

Experience  with  2000  Ventricular  Tachycardias 

Shahbudin  H.  Rahimtoola,  M.D. 

Mechanics-Based  Treatment 

UNIVERSITY  OF  MIAMI  FACULTY: 

Agustin  Castellanos,  M.D. 
Bernard  J.  Fogel,  M.D. 

Robert  J.  Myerburg,  M.D. 

J.  Maxwell  McKenzie,  M.D. 

For  more  information  please  call  (305)  549-7124  or 
complete  coupon  and  mail  to:  Y.  Barcena,  Cardiology 
(D-39),  University  of  Miami  School  of  Medicine,  P.O.  Box 
016960,  Miami,  Florida  33101. 


Please  send  me  more  information  regarding 
“MASTER  APPROACH  TO  CV  PROBLEMS” 

Name 

Phone ( ) 

Address 
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NEED  THAT  SPECIAL  GIFT.  . . 

Something  different,  unique,  and  very 
special!  Let  us  fill  your  Valentine,  birthday, 
or  just  your  home  baking  list  with  shelled 
PECANS  from  FMAA-FMF.  Your  gift 
will  be  two- fold  since  the  benefits  from 
the  pecan  sales  help  to  support  the  Florida 
Medical  Foundation,  our  own  nonprofit, 
charitable,  scientific  and  educational 
organization  founded  by  the  physicians  of 
Florida. 


Name  of  recipient 


Apt.  No.  Phone  No.  and  Area  Code 


Address 


City  State  Zip  Code 


Greeting  or  Message 


Donor  Name 


Address 


City  State  Zip  Code 


Phone  No.  and  Area  Code 


Q t y . Item  Amount 

211b.  Jumbo  halves,  $12,75  ea.  

51b.  Jumbo  halves,  $28.25  ea.  

101b.  Jumbo  halves,  $53.75  ea.  

201b.  Jumbo  halves,  $105.50  ea.  

31b.  Decorative  Carton,  $19.95  ea.  

6 or  more  to  1 address,  $18.95  ea.  

2%lb.  Gift  Tin,  $18.95  ea.  

6 or  more  to  1 address,  $17.95  ea.  

Total  


Send  your  check  or  money  order  along  with  your  gift  list  to: 


FMAA-FMF 
c/o  Mrs.  Gary  Wright 
4171  SE  38th  Street 
Ocala,  FL  32671 


All  orders  will  be  shipped  UPS  in  continental  USA  only. 
Please  call  me  if  you  need  any  additional  assistance: 
Home  (904)  694-2248  or  work  (904)  732-4032. 


\ 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release  * 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN®/2SO  mg. 

Each  yellow  tablet  contains 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(brcAWT*  the  BROWN  PHARMACEUTICAL  CO.,  INC.  pf£| 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDBl 


“SPAIN  IN  THE  SPRING  ’85” 

The  University  of  South  Florida  College  of  Medicine  - 
Tampa,  Florida 
and 

The  University  of  Navarra  College  of  Medicine 
Pamplona,  Spain 

Present 

PATHOLOGIC  PHYSIOLOGY 

DISEASE  MECHANISMS  AND  RATIONAL  MANAGEMENT 

A formal  correlated  program  in  General  Medicine  encompassing 
Internal  Medicine,  Pathology,  Radiology,  Gynecology,  Pediatrics  and  Surgery 
designed  for  the  primary  care  physician. 

April  21  - 30,  1985 
Pamplona,  Spain 

FOR  FURTHER  INFORMATION,  CONTACT: 

Office  of  Continuing  Medical  Education 
University  of  South  Florida,  Medical  Center,  Box  46 
12901  N.  30th  Street,  Tampa,  FL  33612 
(813)  974-4296 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 
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A great  way  of  life. 


READY  FOR  A CHANGE  OF  PACE? 

The  Air  Force  has  openings  for  physician 
specialists.  You  can  enjoy  regular  working 
hours,  30  days  of  vacation  with  pay  each  year, 
worldwide  travel  opportunities  and  a unique  and 
enjoyable  lifestyle  for  you  and  your  family,  while 
serving  your  country.  Ask  a health  professions 
recruiter  about  our  outstanding  pay  and  benefits 
package.  Contact: 

SMSgt  Jim  Dotson 
401  SE  1st  Avenue,  Rm.  329 
Gainesville,  FL  32602 
(904)  378-5102 


MEDICAL  BREAKTHROUGH 
A CURE  FOR  HEART  PROBLEMS 

(on  February  14th) 

That’s  Right  — The  Perfect  Valentine’s  Day  Gift 


Everyone  has  someone  special  that  they  want  to  remember  on  Valentine’s  Day.  This  is  the  day  you  want  them  to 
remember  you  also,  so  send  them  a healthful  treat. . .Florida’s  Finest  Cirtus. 


This  is  a gift  of  sunshine,  and  a taste  treat  that  will  always  be  appreciated  by  both  young  and  old  alike.  And  to  top  it 
off,  it  will  be  gift  wrapped  in  our  colorful  “BE  MY  VAFENTINE”  wrappers  at  no  additional  cost! 

Please  specify:  ALL  ORANGES,  ALL  GRAPEFRUIT,  or  our  special  ORANGE-GRAPEFRUIT  MIX  of  half  of 
each  fruit. 


Pak  #2  (i/2  bushel)  $22.95  Pak  #4  (1  bushel)  $34.95 

(Includes  Delivery  Charges) 


And  don’t  forget  to  have  a Happy  Valentine’s  Day  yourself. . .You  could  use  a little  cheering  up,  too!  (Who’s  to 
know  you  sent  yourself  a Valentine’s  Day  gift?  — We’ll  never  tell!)  TREAT  YOURSELF. 


For  complete  selection,  contact  your  local  Auxiliary  chairman  or  president,  or  contact: 
FLORIDA  MEDICAL  ASSOCIATION  AUXILIARY 
Mrs.  Gary  Wright 
4171  SE  38th  Street 
Ocala,  FL  32671 
(904)  694-2248 


All  benefits  go  to  THE  FLORIDA  MEDICAL  FOUNDA  TION.  Make  checks  payable  to:  “FMA -A  UXILIAR  Y-FMF” 


Name:  __ 

Address:  __ __ 

Pak  No: Price: Arrival  Date: Gift  Wrapping  Desired: Please  Send  Brochure: 

Gift  Card  To  Read: __ 
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COMPLETE 
I ABO  RATO  RY  1S 
lOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2"0 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurozepom  HQ/Roche 

References:  1.  Kales  J eta/:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A eta/:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  a/: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
et  a/:  Clin  Pharmacol  Ther  32: 781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 :355-361 , 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrem  R eta/:  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
eta/:  Pharmacology  26: 121-137  1983. 


DALMANE"  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  eg,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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COMMITTED 


FPIR's  rehabilitation  is  complete.  The  concerns  of  the 
past  have  been  resolved  and  the  future  is  promising.  And,  we 
are  ready  to  regain  our  position  as  the  dominant  source 
of  medical  professional  liability  coverage  in  Florida. 


CONSIDER  OUR  FINANCIAL  STRENGTH:  total  assets  of  $73  million; 

surplus  of  $7  million; 
current  annualized  premiums 
of  more  than  $17  million. 

CONSIDER  OUR  SERVICES:  superior  protection;  appropriate 

rate  levels;  many  features 
responsive  to  the  specific  coverage 
needs  of  Florida  physicians. 

CONSIDER  OUR  SUPPORT:  the  Florida  Medical  Association,  Inc. 

sponsors  and  recommends  the  FPIR  to 
its  membership. 


Managed  by  Physicians  Insurance  Company  of  Ohio 
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•Executive  Committee 


Summary  of  the  FMA  Board  of  Governors  Meeting 

January  12,  1985 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Governors  at  its  meeting 
January  12,  1985. 


THE  BOARD: 

Florida  Physicians’  Received  the  final  report  from  the 

Insurance  Reciprocal  accounting  firm  of  Ernst  & Whinney 
which  provides  an  in-depth  review  of 
the  finances  and  operation  of  the 
Florida  Physicians’  Insurance  Recip- 
rocal. The  independent  audit  was 
requested  at  the  October  1984  meet- 
ing of  the  Board  of  Governors  and  was 
mailed  to  each  member  of  the  Florida 
Medical  Association  on  January  4, 
1985. 

In  a hearing  held  January  3,  1985  in 
Tallahassee,  Circuit  Judge  Charles  E. 
Miner,  Jr.,  terminated  the  rehabilita- 
tion of  the  Florida  Physicians'  Insur- 
ance Reciprocal  and  returned  the 
company  to  its  new  management,  the 
Physicians  Insurance  Company  of 
Ohio  (PICO).  In  terminating  the 
rehabilitation,  the  Court  found  that 
the  Receiver's  Plan  of  Rehabilitation 
had  been  complied  with  and  the 
Reciprocal  could  be  returned  to  its 
new  management  without  further 
jeopardy  to  the  insurer  and  its  credi- 
tors, claimants,  subscribers  or  to  the 
public.  The  Board  of  Governors  be- 
lieves that  the  termination  of  the 
rehabilitation  will  remove  the  cur- 
rent cloud  of  uncertainty  about  the 
Reciprocal's  future  and  will  enhance 
the  ability  of  the  Reciprocal  to  gain 
subscribers  and  will  assure  the  ability 
of  the  Reciprocal  to  regain  its  former 
position  in  the  market  as  a financially 
sound  and  competently  managed 
company.  The  FPIR  will  be  converted 
to  a stock  company  at  the  earliest 
possible  date  in  1985. 

Legislative  Program  Received  a comprehensive  report  on 

Review  the  review  of  the  FMA  legislative  pro- 

gram and  political  education  activi- 
ties. The  review  as  conducted  by  a 
team  of  consultants  consisting  of  Mr. 
Bill  Roberts  of  the  AMA  Division  of 


Medical  Society  Relations;  Mr.  Robert 
Klinglesmith,  Associate  Executive 
Director  of  the  Kentucky  Medical 
Association;  and  Mr.  Greg  Hooser, 
Legal  Counsel  of  the  Texas  Medical 
Association.  The  review  included  the 
FMA's  legislative,  PAC,  and  field 
services  activities;  its  relationships 
with  the  Auxiliary,  with  county  med- 
ical societies,  and  with  other  groups 
in  the  health  field  that  have  legisla- 
tive interests.  The  final  report  indi- 
cates that  generally,  the  FMA's  legis- 
lative efforts  have  historically  been 
very  effective  and  with  the  exception 
of  its  tort  reform  effort,  compares 
very  favorably  with  that  of  most  other 
state  medical  associations. 

The  report  and  recommendations  of 
the  consultants  have  received  very 
careful  study  and  steps  are  already 
underway  to  implement  the  recom- 
mendations, which  include: 

• Careful  evaluation  of  all  staff  re- 
sponsibilities for  the  FMA  legisla- 
tive and  political  education  activi- 
ties with  appropriate  action  as 
necessary  to  clarify  and  delineate 
the  role,  lines  of  authority  and 
responsibilities  and  functions  of 
the  FMA  Headquarters  Office, 
Capital  Office  and  field  offices  to 
ensure  the  best  possible  coordina- 
tion and  operational  efficiency  in 
carrying  out  these  activities. 

• Expanding  the  responsibilities  of 
the  Council  on  Legislation  in  car- 
rying out  the  policies  of  the  House 
of  Delegates  using  general  guide- 
lines established  by  the  Board  of 
Governors. 

• Strengthen  working  relationships 
with  county  medical  societies 
with  these  efforts  directed  both 
at  the  executives  of  the  county 


1984  FMA 
Assessment  — 
Delinquent  Members 


medical  societies  and  the  physi- 
cian members. 

• Strengthen  and  expand  the  cooper- 
ative efforts  with  the  Auxiliary  in 
our  legislative  and  political  educa- 
tion activities. 


The  Board  noted  that  if  these  efforts 
are  not  successful  the  appropriate 
disciplinary  action  would  have  to  be 
taken  regarding  those  members  who 
have  not  paid  the  assessment,  includ- 
ing the  possible  loss  of  membership. 


• Development  of  a better  working 
relationship  with  specialty  socie- 
ties and  their  lobbyists  if  these 
societies  have  such  lobbyists. 

• Develop  a better  working  relation- 
ship with  other  labor  groups  such 
as  business  organizations,  labor 
unions,  civic  and  senior  citizen 
organizations. 

• Improve  liaison  with  the  executive 
and  regulatory  branches  of  the 
Florida  government. 

• Incorporate  in  the  FMA  legislative 
program  issues  other  than  those 
that  are  perceived  by  the  public  and 
the  legislature  to  be  solely  for  the 
benefit  of  physicians. 

• Expand  FLAMPAC  activities  to  in- 
clude more  assistance  to  candi- 
dates such  as  benchmark  surveys, 
demographic  studies,  independent 
expenditures  and  more  physician 
and  spouse  participation  in  the 
candidate's  campaign. 


COMMITTEE  ON 
PROGRAMS  AND  PRIORITIES 

Reviewed  a preliminary  report 
and  recommendations  from  the 
Committee  on  Programs  and  Prior- 
ities and  approved  the  following 
recommendations: 

[This  Committee  was  estab- 
lished by  the  Board  of  Gover- 
nors and  charged  with  review- 
ing the  current  programs  and 
priorities  of  the  Association  to 
determine  if  they  appropriately 
reflect  the  best  interest  of  the 
physicians  in  Florida  and  their 
patients  as  well  as  the  many 
complex  issues  facing  medi- 
cine in  Florida  and  the  entire 
country.] 

The  Florida  Medical  Association  be- 
come more  involved  with  medical 
education  at  all  levels  from  under- 
graduate and  residency  training  pro- 
grams, through  continuing  medical 
education  for  practicing  physicians. 


Medical  Education 


• Maximize  efforts  to  keep  phy- 
sicians informed  of  the  Associa- 
tion's legislative  programs  and 
activities. 


Directed  that  aggressive  efforts  be 
made  to  collect  the  1984  assessment 
for  professional  liability,  and  further, 
that  no  member  who  is  currently 
delinquent  in  paying  the  1984  assess- 
ment be  dropped  from  membership  in 
the  FMA  until  all  efforts  are  exhaust- 
ed to  collect  the  assessment;  and  fur- 
ther, at  the  Joint  Meeting  of  the  Board 
of  Governors  with  county  medical 
society  officers  and  executive  direc- 
tors to  be  held  in  conjunction  with 
the  FMA  Leadership  Conference,  that 
this  subject  be  discussed  in  detail  and 
that  the  county  medical  society  presi- 
dents be  requested  to  appoint  an 
appropriate  committee  within  the 
county  medical  society  to  assist  the 
president  of  the  society  in  personally 
contacting  in  a positive  manner  each 
delinquent  member  in  their  society, 
and  further,  if  the  county  medical 
society  leadership  does  not  feel  this 
contact  can  be  carried  out,  that  the 
FMA  Board  of  Governors,  and  Coun- 
cil and  Committee  Chairmen  assume 
personal  responsibility  for  aggressive 
efforts  to  collect  the  delinquent 
assessments. 


Public  Relations 


Allied  Health 
Organizations 


To  refer  to  the  Committee  on  Medi- 
cal Education  of  the  Council  on  Sci- 
entific Activities  for  review,  the  rec- 
ommendation that  the  FMA  elimin- 
ate continuing  medical  education  as  a 
requirement  for  membership  and 
establish  a voluntary  CME  program 
with  widespread  public  recognition 
to  those  who  receive  certification  for 
CME. 

The  FMA  expand  its  public  relations 
program  within  the  fiscal  resources  of 
the  Association. 

The  FMA  reaffirm  the  goals  previ- 
ously adopted  at  the  October  Board 
Meeting  for  the  Committee  on  Health 
Manpower  as  follows: 

• Identify  those  allied  health  groups 
that  anticipate  expanded  activities 
through  legislation  or  regulatory 
means. 

• If  possible,  identify  the  goals  of 
each  allied  health  group. 

• Develop  an  adequate  data  base  for 
use  by  FMA,  the  staff,  and  councils 
and  committees  for  communicat- 
ing with  allied  health  groups. 

• Develop  a data  base  on  physician 
manpower  in  Florida  with  identifi- 
cation of  areas  of  shortages  and 


what  steps  are  being  taken  to  cor- 
rect these  shortages. 

• Develop  a roster  of  expert  witnes- 
ses who  will  be  available  upon 
short  notice  to  represent  the  FMA 
at  legislative  hearings. 

• Cooperate  with  other  agencies  and 
groups  to  remove  problems  with 
foreign  trained  health  care 
professionals. 

That  FMA  establish  a mechanism  to 
enhance  liaison  with  voluntary 
health  agencies. 

Referred  back  for  further  study  and 
review  as  to  the  cost  benefit  ratio,  the 
recommendation  that  the  Florida 
Medical  Association  distribute  the 
Briefs  and  Giaypapei  as  a single  com- 
munication, and  that  this  communi- 
cation be  distributed  monthly  as 
opposed  to  quarterly. 

Directed  that  FMA  actively  promote 
the  installation  and  utilization  of  the 
GTE/MINET  System  (Computerized 
Medical  Data  Bases  and  Electronic 
Mail)  with  the  FMA  field  offices, 
county  medical  societies  and  specialty 
societies  with  offices. 

That  each  year  at  the  First  Session  of 
the  Annual  Meeting  of  the  Flouse  of 
Delegates,  the  Treasurer  provide  a 
written  report  on  the  Association's 
finances  to  each  member  of  the  House 
of  Delegates,  present  a verbal  explan- 
ation of  the  report,  and  respond  to 
questions  in  an  appropriate  forum. 

Referred  to  the  Executive  Director  for 
a report  back  to  the  Executive  Com- 
mittee on  the  fiscal  impact  of  the 
recommendation  that  the  FMA  estab- 
lish a medico -legal  hot  line  to  assist 
physicians  confronted  with  potential 
medical-legal  difficulties. 

Approved  the  recommendation  that 
the  FMA  move  the  Annual  Meeting 
to  September  by  1987  and  beginning 
with  the  1986  Annual  Meeting,  if 
possible,  and  that  a business  meeting 
of  the  House  of  Delegates  be  held  in 
January  of  1986  or  1987  in  order  to 
facilitate  the  transition  to  the  Sep- 
tember Annual  Meeting.  The  Board 
referred  back  to  the  Committee  for 
further  study  in  consultation  with 
the  Council  on  Scientific  Activities' 
recommendations  regarding  the  for- 
mat and  length  of  the  Annual 
Meeting. 

That  FMA  give  high  priority  to  efforts 
for  increasing  membership  at  all 
levels. 


That  FMA  continue  its  cooperative 
and  mutually  advantageous  relation- 
ship with  the  Auxiliary,  whose  abil- 
ity to  assist  in  the  area  of  legislation, 
political  education,  cultural,  philan- 
thropic and  any  other  meaningful 
activity  is  essential. 

Expressed  strong  support  and  ap- 
proval for  the  recommendation  that 
each  specialty  group  recognized  by 
the  FMA  have  a voting  delegate  and 
alternate  delegate  in  the  FMA  House 
of  Delegates  provided  no  delegate 
would  have  more  than  one  vote. 

That  FMA  continue  its  efforts  to 
coordinate  the  legislative  activities  of 
specialty  societies  in  concert  with 
the  FMA  legislative  program,  subject 
to  the  understanding  that  this  recom- 
mendation is  being  implemented 
through  the  Council  on  Legislation. 

That  FMA  offer  to  provide  full  or 
part-time  administrative  support, 
subject  to  appropriate  financial  ar- 
rangements, to  all  specialty  societies 
requesting  such,  and  further,  that  the 
FMA  Chief  Executive  Officer  meet 
regularly  with  specialty  group  staffs. 

Approved  as  amended  the  recommen- 
dation regarding  the  composition  of 
the  FMA  Board  of  Governors: 

• That  future  vacancies  on  the  Board 
of  Governors  from  each  medical 
district  be  elected  by  the  House  of 
Delegates  for  a term  of  four  years 
beginning  in  1986;  and  further, 
that  the  "at  large"  member  of  the 
Board  of  Governors  be  replaced  by 
a resident  physician  who  shall  be 
elected  by  the  House  of  Delegates 
for  a term  of  two  years  beginning 
in  1986. 

• That  the  office  of  Secretary  and 
Treasurer  not  be  combined. 

• That  the  entire  composition  of  the 
Board  be  considered  at  the  March 
1985  Meeting  of  the  Board  of 
Governors. 

The  Board  commended  the  Commit- 
tee on  Programs  and  Priorities  for  the 
outstanding  manner  in  which  they 
carried  out  their  responsibilities  and 
duties  in  respect  to  the  Committee's 
initial  report  and  recommendation. 

Approved  the  recommendation  that 
the  FMA  offer  to  provide  component 
county  medical  societies  and  spe- 
cialty groups  with  necessary  equip- 
ment to  have  access  to  the  AMA 
MINET  Communications  Network 
with  the  actual  cost  of  the  equipment 
to  be  reimbursed  to  the  FMA  either  in 
the  total  amount  or  through  monthly 


Auxiliary 


Specialty  Society  Vote 
in  House  of  Delegates 


Specialty  Society 
Legislative  Activities 


Specialty  Society 
Administrative  Support 


Restructuring  of  the 
Board  of  Governors 


AMA  — GTE/MINET 


Resolution  — 

Michael  H.  Lopez,  Jr. 


Professional  Liability 


repayment,  and  further,  that  this 
equipment  be  made  available  to 
members  of  the  Board  of  Governors. 

Expressed  deep  regret  over  the  sudden 
and  unexpected  death  of  Mr.  Michael 
Lopez,  Executive  Vice  President  of 
the  Palm  Beach  County  Medical 
Society  and  adopted  the  following 
resolution: 

Whereas,  Mike  Lopez  met  an 
untimely  death  on  December 
22,  1984;  and 

Whereas,  Mike  Lopez  was  a 
steadfast  friend  of  organized 
medicine  and  to  all  physicians 
and  physicians'  families;  and 

Whereas,  Mike  Lopez  worked 
untiringly  for  the  Palm  Beach 
County  Medical  Society  making 
it  one  of  the  most  respected  and 
effective  component  medical 
societies;  and 

Whereas,  Mike  Lopez  was  a per- 
sonal friend  to  many  members  of 
organized  medicine;  therefore  be 
it 

RESOLVED,  That  the  Florida 
Medical  Association  pay  an  offi- 
cial tribute  to  Mike  for  his  many 
contributions  to  organized  med- 
icine, and  send  a report  of  this 
action  to  his  family  in  an  expres- 
sion of  our  deepest  condolence. 

COUNCILS  AND 
COMMITTEES 

COUNCIL  ON  LEGISLATION 

Approved  support  for  solutions  for 
resolving  the  professional  liability 
crisis  that  will  achieve  stability  in 
respect  to  the  current  cost  of  profes- 
sional liability  insurance  and  will 
provide  to  patients  who  are  truly  in- 
jured in  the  medical  system  an  oppor- 
tunity to  be  adequately  and  efficiently 
compensated  for  their  injuries,  and 
further,  that  the  FMA  support  the  fol- 
lowing concepts  as  solutions  that 
meet  the  criteria  set  out  above: 

Tort  Modification  Package 

• Caps  on  awards 

• Structured  settlements 

• Eliminate  joint  and  several  liabil- 
ity, or 

Alternative  resolution  of  malpractice 
disputes  through  any  of  the  following, 
but  not  limited  to: 

• Modified  "No-Fault”  or  "Worker 
Compensation”  approach 

• Arbitration 


Standards  of  Recovery 
for  Medical  Negligence 


Contingency  Fee 
System 


Physician  Discipline 


Workers' 

Compensation  Fee 
Schedule 


Other  Legislative 
Issues 


• Screening  panels 

• "Trip  Insurance” 

• Other  effective  alternatives  that 
might  be  identified 

General  solutions  that  would  be  con- 
sidered upon  the  approval  of  the  con- 
cepts contained  in  either  Category  1 
or  2. 

• Strengthening  risk  management 
programs 

• Strengthening  the  ability  of  the 
Board  of  Medical  Examiners  to  deal 
with  incompetent  physicians 

• Consider  the  feasibility  of  manda- 
tory insurance  for  physicians  (This 
concept  is  linked  specifically  to  the 
elimination  of  joint  and  several 
liability.) 

Endorsed  changing  the  burden  of 
proof  for  medical  negligence  from 
"the  greater  weight  of  evidence”,  to 
"clear  and  convincing  evidence”, 
and  that  the  FMA  legal  counsel  and 
appropriate  defense  attorneys  be  re- 
quested to  offer  an  opinion  as  to  the 
extent  of  benefit  this  change  would 
present. 

Requested  that  the  Florida  Legisla- 
ture and  the  Florida  Supreme  Court 
continue  to  critically  review  the  con- 
tingency fee  system  and  the  potential 
inequities  therein  in  order  to  maxi- 
mize patient  compensation  in  in- 
stances of  medical  malpractice. 

Recognized  the  need  for  development 
of  legislation  to  provide  additional 
information  that  may  be  necessary 
for  the  State  Board  of  Medical  Exami- 
ners to  carry  out  disciplinary  provi- 
sions of  the  Medical  Practice  Act  in 
the  most  efficient  manner  possible. 

Directed  that  FMA  continue  to  ag- 
gressively pursue  via  the  administra- 
tive process,  the  resolution  of  inequi- 
ties in  the  Workers'  Compensation 
fee  schedule,  and  that  the  adoption  of 
any  specific  legislative  objectives  of 
the  FMA  be  deferred  for  the  time 
being. 

Adopted  general  positions  on  other 
legislative  issues  as  follows: 

Support: 

• Foreign  Medical  Graduates:  Rec- 
ommended changes  that  are  to  be 
developed  by  the  appropriate  rep- 
resentative of  the  medical  schools 
in  Florida  and  the  FMA  Council  on 
Scientific  Activities  in  concert 
with  existing  state  boards  and 
agencies,  to  assure  that  only  quali- 
fied and  competent  physicians  are 
granted  licensure  to  practice  medi- 
cine in  Florida. 


Physician  Contracting 
Guide 


Exhange  of 
Information 


• Trauma  Centers:  The  concept  of  Indigent  Care 
regional  designated  trauma  centers 

in  Florida  to  provide  for  optimal 
care  of  the  critically  injured  pa- 
tient, as  provided  in  the  Depart- 
ment of  Health  and  Rehabilitative 
Services  draft  legislation. 

• Clean  Indoor  Act:  Establishment 

of  the  Clean  Indoor  Act  that  pro-  Primary  Care 
hibits  smoking  in  public  places, 
except  in  designated  smoking  areas. 

• Community  Hospital  Education 
Act:  Continued  funding  for  the 
Community  Hospital  Education 
Act  to  assist  in  residency  training 
for  primary  care  physicians. 


Oppose: 

• Pharmacists  Prescribing:  Auth- 
orization for  certain  "Self-Care 
Consultants"  to  prescribe  drugs 
contained  in  a formula  without 
examination  and  diagnosis  by  a 
physician. 

• Chiropractic  School:  $150,000  ap- 
propriation to  establish  a school  of 
chiropractic  in  Florida. 

• Mandated  Insurance  for  Chiroprac- 
tic Services:  Mandate  for  all  insur- 
ance policies  to  include  payment 
for  chiropractic  services. 

• Use  of  Drugs  by  Optometrists: 
Authorization  for  optometrists  to 
use  or  prescribe  drugs  in  diagnosis 
and  treatment  of  medical  problems 
of  the  eye. 

• Hospital  Staff  Privileges  for  Non- 
Physicians:  Mandated  hospital  staff 
privileges  for  non-physicians. 

• Amendments  to  Medical  Practice 
Act:  Any  further  exemptions  being 
created  in  the  Medical  Practice  Act 
would  bypass  present  licensure 
requirements. 


Medicaid 


Environmental  Hazards 


Occupational  Disease 


Hepatitis  B 


COUNCIL  ON 
MEDICAL  ECONOMICS 


Approved  the  development  of  a phy- 
sician’s guide  on  contracting  and 
negotiating  with  alternative  health 
care  delivery  systems  in  hospital 
programs. 

Approved  the  recommendation  that 
the  FMA  interact  with  the  Office  of 
Technical  Assistance,  now  in  the 
Department  of  Insurance  to  be  trans- 
ferred to  the  Governor's  office  by 
December  1985  for  the  purpose  of 
exchanging  information  regarding  al- 
ternative health  delivery  systems. 


Public  Health  — 
Public  Relations 
Program 


Septic  Tanks  in 
Industrial  Parks 


Approved  the  development  of  recom- 
mendations to  submit  to  the  proper 
governmental  authorities  to  address 
the  issue  of  adequate  health  care  for 
the  indigent,  and  further,  that  the 
Council  be  requested  to  proceed  with 
the  recommendation  in  concert  with 
the  Council  on  Legislation. 

Urged  the  Department  of  Health  and 
Rehabilitative  Services  that  an  on- 
going status  report  of  the  DHRS 
Primary  Care  Program  be  provided  to 
the  FMA  and  the  following  four  spe- 
cialty societies  regarding  the  appro- 
priate designation  to  areas  with  sig- 
nificant needs  for  primary  care: 

Florida  Academy  of  Family 
Physicians 

The  Florida  Pediatric  Society 
The  Florida  Obstetric  and 
Gynecologic  Society 
The  Florida  Society  of  Internal 
Medicine 

Directed  that  the  FMA  examine  all 
alternative  prepaid  Medicaid  plans 
and  determine  the  extent  of  funding 
needed  to  establish  such  programs  for 
implementation  through  county 
medical  societies. 

COUNCIL  ON 
MEDICAL  SERVICES 

Supported  legislation  to  expand 
Chapter  381,  Florida  Statutes,  to  in- 
clude reporting  of  diseases  (Morbidity 
and  Mortality)  related  to  environ- 
mental hazards. 

Approved  the  FMA  support  for  instit- 
ution of  an  occupational  health  pro- 
gram at  the  state  level  within  the 
Health  Program  Office  to  assess  the 
magnitude  of  occupational  disease  in 
Florida. 

Supported  the  development  of  a pol- 
icy on  management  of  Hepatitis  B in 
state  institutions  and  among  clients 
and  employees  of  the  Florida  Depart- 
ment of  Health  and  Rehabilitative 
Services  to  be  transmitted  to  the 
Health  Program  Office  of  HRS. 

Approved  an  FMA  public  health  edu- 
cation program  directed  at  the  general 
public  and  the  medical  profession; 
and  further,  that  this  program  be 
accomplished  through  the  production 
and  distribution  of  radio  and  televi- 
sion public  service  announcements 
addressing  such  themes  as  driving 
and  drinking,  use  of  drugs,  automo- 
bile safety  belts  and  smoking. 

Urged  the  Health  Program  Office  to 
reconsider  its  interpretation  of 
Section  381.272(9),  Florida  Statutes, 


Substance  Abuse  and 
Chemical  Education 

K through  12 

particularly  its  assumption  that  sep- 
tic tanks  in  industrial  parks  will  not 
be  used  for  disposal  of  toxic  or  haz- 
ardous chemicals  in  that  all  septic 
tanks  in  industrial  parks  have  the 
potential  for  disposal  of  toxic  or  haz- 
ardous chemicals. 

Adopted  the  following  position  with 
regard  to  substance  and  chemical 
abuse  education  in  Florida  schools  up 
to  grade  12: 

Isolete  Cell 

Antibody  — Diabetes 
Study 

• Urge  the  Legislature  to  place  more 
emphasis  on  the  teaching  of  health 
education,  including  substance 
abuse,  in  the  elementary,  middle 
schools,  and  high  schools. 

Specialty  Group 
Recognition  Approvals 

• Recommend  to  the  Legislature  that 
Section  230.2319,  Florida  Statutes, 
known  as  Florida  Progress  in  Mid- 
dle Childhood  Education  Program 
(PRIME)  be  amended  to  mandate 
the  teaching  of  health  education, 
including  substance  abuse,  stress 
management  and  emotional  health 
in  grades  4 through  5 and  6 through 

8.  As  it  currently  exists,  this  law 
provides  only  limited  health  edu- 
cation in  middle  grades. 

Scientific  Program 
111th  Annual  Meeting 

• Recommend  to  the  Legislature  that 
teacher  certification  requirements 
include  an  in-depth  course  in 
health  education  and  substance 
abuse.  The  main  focus  of  the  cur- 
riculum should  be  on  prevention, 
but  it  should  also  include  identifi- 
cation of  the  signs  and  symptoms 
of  substance  abuse  and  the  proce- 
dures for  intervention  with  stu- 
dents and  their  families. 

• Commended  the  Legislature  for 
passage  of  the  required  one  semes- 
ter life  management  skills  course, 
to  be  taken  in  the  9th  or  10th  grade. 
The  Legislature  should  be  alerted 
to  the  fact  that  this  is  the  last  time 
students  will  be  involved  in  health 
education  and  substance  abuse 
courses.  It  would  be  of  value  to 
students  if  an  additional  course  at 
the  11th  and  12th  grade  level  would 
be  required  since  the  quality  of  life 
is  so  dependent  on  an  individuals 
health. 

FMA  Journal  Editor 

• Recommend  to  the  Legislature 
continued  categorical  funding  for 
comprehensive  health  education. 

Hand  Washing 
Facilities  in  the 
Schools 

Recommended  to  the  Florida  Depart- 
ment of  Education  that  proper  hand 
washing  by  schools  students  is  one 
act  of  personal  hygiene  that  can  re- 
duce the  spread  of  many  communi- 
cable diseases  in  the  school  setting, 
and  further,  urged  the  Department  to 
adopt  requirements  for  new  school 

construction  that  will  assure  the 
installation  of  adequate  numbers  of 
conveniently  located  sinks  for  hand 
washing. 

Reaffirmed  FMA  endorsement  of 
research  being  conducted  at  the 
University  of  Florida  by  Knoll  K. 
Maclaren,  M.D.,  and  others,  entitled 
"Isolde  Cell  and  Autoantibodies  and 
the  Naturual  History  of  IDD." 

COUNCIL  ON 
SPECIALTY  MEDICINE 

Approved  continuing  recognition  for 
the  following  specialty  groups  who 
have  met  the  criteria  established  by 
the  House  of  Delegates  for  recogni- 
tion by  the  Association: 

The  Florida  Society  of  General 
Surgeons 

The  Florida  Society  of 
Rheumatology 

COUNCIL  ON 
SCIENTIFIC  ACTIVITIES 

Accepted  as  information  a report  on 
the  Scientific  Program  of  the  111th 
Annual  Meeting. 

As  of  the  date  of  the  report,  22  spe- 
cialty societies  had  indicated  their 
intention  to  participate  in  a scientific 
section.  A symposium  entitled 
"Quality  Medicine  in  a Rapidly 
Changing  Environment"  is  planned 
for  Thursday,  May  2,  1985  from  4:00 
p.m.  to  5:00  p.m.  Final  plans  for  a 
speaker  will  be  reported  at  the  March 
Board  of  Governors  Meeting.  The 
Council  plans  to  significantly  en- 
hance the  Scientific  Program  through 
its  sponsorship  of  an  additional  sec- 
tion on  Bioethics  and  an  outstanding 
workshop  on  "The  Basics  of  Search- 
ing Medline"  which  will  be  repeated 
several  times  during  the  Annual 
Meeting  for  the  convenience  of  pro- 
gram participants. 

Expressed  gratitude  to  Daniel  B. 
Nunn,  M.D.,  for  his  outstanding  con- 
tributions as  Editor  of  The  Journal  of 
the  Florida  Medical  Association,  Inc., 
for  the  past  five  years. 

COUNCIL  ON 

HOSPITAL  MEDICAL  STAFFS 

Received  an  update  on  the  formation 
of  the  Council  on  Hospital  Medical 
Staffs  and  the  establishment  of  short 
and  long-range  goals  of  the  Council: 

Long-Term  Ongoing  Goals 

• Study  the  changing  medical  care 
environment  and  its  potential 


effect  on  hospital  medical  staffs 
and  organized  medicine. 

• Development  of  services  necessary 
to  strengthen  hospital /health  fac- 
ility medical  staffs. 

• To  increase  awareness  of  issues 
that  are  affecting  physicians  as 
members  of  medical  staffs. 

• To  provide  an  avenue  for  hospital 
medical  staffs  to  have  access  to  the 
policymaking  body  of  the  FMA. 

Short-Term  Goals 

• Develop  and  study  methods  for 
implementing  risk  management 
from  the  point  of  view  of  the  phy- 
sician as  he  functions  as  a member 
of  his  hospital  medical  staff. 


• Study  the  effect  of  Auxiliary  Health 
Professionals  gaining  hospital  priv- 
ileges in  the  practice  of  medicine 
as  well  as  their  impact  on  the  cost 
of  medical  care. 

• Encourage  county  hospital  medical 
staff  committees'  participation  in 
the  FMA  Council  on  HMS  and  the 
AM  A HMSS. 

• Develop  a program  that  would 
improve  the  hospital  medical  staff 
voice  in  hospital  planning. 

• Inform  the  membership  of  activi- 
ties of  the  Council  on  a quarterly 
basis  in  conjunction  with  the  Board 
of  Governors  Meeting  through  a 
Council  on  Hospital  Medical  Staffs 
Newsletter. 

COMMITTEE  ON 
MEMBERSHIP  DEVELOPMENT 


• Encourage  the  development  of 
local  county  hospital  medical  staff 
committees  by  providing  the  sup- 
port and  assistance  as  needed. 


Medical  Student  and  Approved  the  recommendation  that 
Resident  Members  the  FMA  establish  a medical  student 

section  and  a resident  physician 
section. 


New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  Journal 
of  Medicine: 

when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  Ml  by  about 
0,3  [mmol]  per  liter  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade"’ 


Once-daily  1NDERAL  LA 
(propranolol  HCl)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCl) 
avoids  ft®  risk  of  djuretiMhduced  ECG- ab- 
normalities due  to  hypokalemia  In  addi- 
tion/ INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ment while  providing  simple/  wel  l-tolerated 
therapy  with  broad  cardiovascular  benefit. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  SO  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablet, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma, 


HE 

V 


80  mg  120  mg 


fp 

Ttie  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 

180  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details: 


Once-daily 

fo,betaiJ& ilNDERAL  LA 

(PROPRANOLOL  HCI)  L°capsulesG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR ) 
INDERAL ' LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidme-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  A V block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subiect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician  s advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 

indications  

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 
PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibit! 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  age  I 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protractel 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  repel 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevenf 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  ch, 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may) 
difficult  to  adjust  the  dosage  ot  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperth 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  ol  s | 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  funo|| 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  hil 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bra 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  tor  the  tia 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdr 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS;  Patients  receiving  catecholamine-depleting  drugs  sucl 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecl 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervoi 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  ore 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  anin 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  s 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  th 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embr 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  hur 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDER, 
be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exerts 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  A V bio 
tension,  paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usu 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatoi 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorie 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sense 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  w 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 
Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombot 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  m 
tence.  and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  ( 
have  not  been  associated  with  propranolol 
DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochl 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  th 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  sub 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitr 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosin 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosagi 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dost 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  IN0 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  unti 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the 
safety  ot  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INI 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosag 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  respo 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a 
ssvBrsI  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  dail) 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  grot 
limited  to  permit  adequate  directions  for  use 
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INTEGRITY  • DEPENDABILITY 


you  can  depend  on:  CONVENIENCE 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION, 

■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MBDLLBASB  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS, 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS, 


1 LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING,. 


■ LEASING  WITH  AMERICAN  MEBI 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


■ NO  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR, 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN-OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


Leasing  Services Available  Excluiiut d^utomoliiL  -Lunina  fox  tfu.  J^tikcal ^Pxofmion 

Arkansas,  Alabama,  Georgia,  Florida  Jl  1 

.Louisiana,.  Texas,  Oklahoma  & California 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 

$232/mo, 
248/mo, 
378/mo. 
454/mo. 

387/mo, 
392/mo. 
343/mo. 
344/me* 

391/ino. 

684/mo. 
479/mo, 
699/mo. 
834/mo, 


In  Florida 

For  Leasing  Information: 
Call  Toll-Free 
1-800-432  9629 
For  .Information 
On  Any  Automobile 
Available  In  The  ILS, 


Honda  Accord  4 dr. 

Cut  lass/ Reyal 
Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Sedan 
Cadillac  Sedan  D'ville 
BMW  3181 
Datsnn  300ZX 
Audi  5000s 
Porsche  91  ISC  Cpe, 
Mercedes  190. 

Mercedes  300  SD 
Mercedes  380  SL 


itstanding  Leadership  in 
larter  Medical  Corporation. 

i ixkrship  Stands  Out  in  Florida. 


For  many  patients,  the  most  effective  treatment  can  be  best 
delivered  by  psychiatrists,  working  with  highly  qualified  pro- 
fessionals, in  a freestanding  hospital  whose  entire  staff  is 
dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy  is  exemplified  in  each 
and  every  Charter  Medical  Hospital.  All  across  America. 
Without  exception. 

You  can  depend  on  the  fact  that  the  staff  will  work  with 
you  to  design  and  implement  an  individualized  treatment 
plan  for  your  patient.  Involvement  of  the  patient’s  family  in 
the  treatment  process  will  be  encouraged.  There  will  be 
regular  communication,  between  the  hospital  and  the  refer- 
ring professional,  about  the  patient’s  status.  All  psychia- 
trists on  staff  are  Board  Certified  or  Board  Eligible.  There 
is  a wide  variety  of  therapies  available  to  enhance  indivi- 
dualized treatment.  And  every  Charter  Medical  Hospital 
has  been  designed  to  provide  a modern  therapeutic  envi- 
ronment to  promote  your  patient’s  recovery. 

Here’s  where  you  can  expect  to  find  this  outstanding 
leadership  in  Florida. 

Charter  Glade  Hospital 
6900  Colonial  Boulevard 
Ft.  Myers,  Florida  33906 
(813)939-0403 

Beds:  104 

Psychiatric  Staff:  12 

Programs:  Adolescent,  Adult,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent  Addictive  Disease 

Other  Programs:  Crossroads  Counseling  and 
Intervention  Centers  in  Naples,  Cape  Coral,  and 
Port  Charlotte,  FL. 

For  further  information,  contact: 

Medical  Director:  Robert  A.  Buchholz,  M.D. 

Hospital  Administrator:  Ryan  Beaty 

Charter  Springs  Hospital 
3130  SW.  27th  Avenue 
Ocala,  Florida  32674 
(904)237-7293 

Beds:  68 

Programs:  Geriatric,  Adult  and  Young  Adult 
Psychiatric;  and  Adult  and  Young  Adult  Addic- 
tive Disease 

Scheduled  to  open  June  1985 
For  further  information,  contact: 

Hospital  Administrator:  Gregory  A.  Williams 
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study  evaluating  the  influence  of  pro- 
yphene  coadministration  on  the 
rmacokinetics  of  the  oxidatively 
abolized  benzodiazepines  Xanax® 
razolam)  <2  and  Valium5  (diazepam)  ©, 
a benzodiazepine  metabolized  by  conju- 
on,  Ativan5  (lorazepam),  the  following 
ilts  were  reported: 

h Xanax,  propoxyphene  caused 
irge  and  highly  significant 
elongation  of  half-life  and  impairment 
total  metabolic  clearance.1 

he  case  of  Valium,  propoxyphene 
educed  a small  but  not  statistically 
nificant  impairment  of  clearance.1 

epoxyphene  had  no  apparent  effect 
the  distribution,  half-life  or  clearance 
\tivan.1 

is  randomized  crossover  study  eight 
Ithy  male  and  female  volunteers 
;ived  single  oral  doses  Of  alprazolam 
ig),  six  received  single  IV  doses 
iazepam  (10  mg),  and  five  received 
lie  IV  doses  of  lorazepam  (2  mg), 
e in  a drug-free  control  state  and 
in  during  coadministration  of  pro- 


poxyphene (65  mg  q6h).  Consistent  with 
previous  findings,  this  study  evidences 
that  Ativan  does  not  interact  with 
drugs  that  undergo  oxidative  metabolism25 
In  contrast  to  most  other  benzodiazepines, 
Ativan  does  not  compete  for  the 
cytochrome  P-450  enzyme  system. 

The  clinical  implications  of  the  pharmaco- 
kinetic interaction,  or  non-interaction, 
of  propoxyphene  with  benzodiazepines 
are  not  established  by  this  study.  Even 
without  a pharmacokinetic  interaction, 
propoxyphene  and  benzodiazepines  share 
central  depressant  properties  and  therefore 
should  be  coadministered  with  suitable 
caution.  A concurrent  pharmacokinetic 
interaction  indicates  a need  for  even  further 
caution.  Coadministration  of  propoxy- 
phene and  alprazolam,  for  example,  would 
produce  not  only  the  expected  pharmaco- 
dynamic interaction,  but  also  whatever 
additional  central  depressant  effect  would 
be  produced  by  the  elevated  steady-state 
plasma  concentrations  of  alprazolam  due 
to  its  impaired  clearance. 

Caution  should  also  be  observed  when 
propoxyphene  is  prescribed  for  patients 
who  use  alcohol  to  excess. 
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. Ativan 

fOrilorazeparTv 

Anxiety 

See  important  information  on  following  page. 


Brief  Summary  of  Prescribing  Information. 

Indication*  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms.  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  In  long-term  use,  l.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  Reassess  periodically 
usefulness  of  the  drug  for  the  Individual  patient. 

Contraindication*:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warning*:  Not  recommended  In  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (Including  convul- 
sions. tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addlctlon-prone  Individuals, 
e.g.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Precaution*:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  Initial  dally  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antlanxlety  agent  may  result  In  symptoms 
like  those  being  treated:  anxiety,  agitation,  Irritability,  tension,  Insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  Impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  bean  shown  of  significant 
benefit  In  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  In  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day.  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  Is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  In  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  Q.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  test*  are 
recommended  during  long-term  therapy. 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  In  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY:  Reproductive  studies  were  performed  In  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisls,  malformed 
skull  and  microphthalmia)  were  seen  In  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  In  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  Increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  Indicate  placental  transfer 
of  lorazepam  and  its  glucuronide. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (69%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.P.  Usefulness  of  dialysis  has  not  been  determined. 


c Ativan* 

lOll(|orazepam) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  ti.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  ha. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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Long  range  planning  for  the  Florida 
Medical  Association 


The  FMA  Bylaws  give 
the  Executive  Committee 
of  the  Board  of  Governors 
the  responsibility  for  long 
range  planning.  Because 
the  practice  of  medicine 
is  changing  so  fast  in  the 
current  health  care  deliv- 
ery revolution,  the  Exec- 
utive Committee  needed 
assistance  in  long  range 
planning.  In  May  1984,  a 
Programs  and  Priorities 
Committee  was  estab- 
lished to  make  a careful 
review  of  all  programs  and  priorities  of  the  FMA  so 
as  to  determine  whether  they  accurately  reflect  the 
best  interests  of  the  physicians  in  Florida  and  their 
patients. 

This  Committee  was  charged  with  the  responsi- 
bility of  making  recommendations  to  the  Executive 
Committee  after  carrying  out  a detailed  review  of 
programs  of  programs  and  priorities.  The  Commit- 
tee held  five  regional  meetings  that  were  attended 
by  its  members  and  representatives  of  county  medi- 
cal societies  in  the  geographic  area.  These  meetings 
were  held  in  Jacksonville,  Pensacola,  Orlando, 
Tampa  and  Miami. 

Spirited  discussion  took  place  at  each  of  the 
meetings,  which  indicated  some  dissatisfaction  and 
frustration  about  many  of  the  activities  of  the  FMA. 
The  Committee  Report  contained  more  than  twenty 
recommendations,  which  were  considered  first  by 
the  Executive  Committee  and  then  by  the  Board  of 
Governors. 

These  recommendations  are  too  numerous  to  be 
included  in  their  entirety  in  this  President's  Page, 
but  I am  including  the  ones  that  I believe  to  be  the 


most  important.  The  recommendation  of  the  Com- 
mittee will  be  presented,  followed  by  the  action  that 
has  been  taken  on  the  recommendation. 

Recommendation:  Mandatory  Continuing  Medical 
Education  Requirement  • THAT  THE  FMA  ELIMI- 
NATE THE  NEED  FOR  CONTINUING  MEDICAL 
EDUCATION  AS  A REQUIREMENT  FOR  MEM- 
BERSHIP AND  ESTABLISH  A VOLUNTARY  CME 
PROGRAM  WITH  WIDESPREAD  PUBLIC 
RECOGNITION  TO  THOSE  WHO  RECEIVE  CERT- 
IFICATION FOR  CME. 

Action  • This  recommendation  has  been  approved 
by  the  Board  and  will  be  submitted  to  the  House  of 
Delegates  for  appropriate  action  in  May. 

Recommendation:  Public  Relations  Program  • 

THAT  THE  FMA  IMPLEMENT  A COMPREHEN- 
SIVE PUBLIC  RELATIONS  PROGRAM  TO  IN- 
CLUDE ALL  PHASES  OF  MEDIA  WHICH  WILL 
PROMOTE  THE  POSITIVE  IMAGE  OF  PHYSI- 
CIANS; AND  FURTHER,  THAT  THE  FMA  EAR- 
MARK A PORTION  OF  DUES  AND  OTHER  IN- 
COME FOR  PUBLIC  RELATIONS  EXCLUSIVELY. 

Action  • This  recommendation  is  in  the  process  of 
implementation.  The  possibility  of  a coordinated 
public  relations  program  which  would  involve  the 
AMA,  the  FMA  and  the  county  medical  societies  is 
under  way. 

Recommendation:  Allied  Health  Professions  • 

THAT  THE  FMA  ESTABLISH  A MECHANISM 
WHICH  WILL  ENABLE  THE  FMA  TO  DEAL  WITH 
ALLIED  HEALTH  PROFESSIONS. 

Action  • This  recommendation  has  already  been 
implemented  with  the  establishment  of  an  active 
Committee  on  Health  Manpower.  This  committee 
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will  be  a very  valuable  resource  committee  on  allied 
health  manpower  issues  for  the  FMA  leadership  and 
all  councils  and  committees. 

Recommendation:  GTE-MINET  • THAT  THE 
FLORIDA  MEDICAL  ASSOCIATION  PROMOTE 
THE  INSTALLATION  AND  UTILIZATION  OF  THE 
GTE-MINET  SYSTEM  (COMPUTERIZED  MED- 
ICAL DATA  BASES  AND  ELECTRONIC  MAIL) 
WITH  THE  FMA  FIELD  OFFICES,  COUNTY  MED- 
ICAL SOCIETIES,  AND  SPECIALTY  SOCIETIES 
WITH  OFFICES. 

Actions  • This  recommendation  has  been  approved 
by  the  Board  of  Governors  and  is  in  the  process  of 
implementation.  Several  systems  are  already  in 
place  and  others  will  soon  follow.  Instant  two-way 
communication  will  be  available  between  the 
FMA  and  its  component  county  medical  societies, 
and  we  are  eargerly  awaiting  the  completion  of  the 
installation. 

Recommendation:  Financial  Report  • THAT  EACH 
YEAR  AT  THE  FIRST  SESSION  OF  THE  ANNUAL 
MEETING  OF  THE  HOUSE  OF  DELEGATES,  THE 
TREASURER  PROVIDE  A WRITTEN  FINANCIAL 
REPORT  TO  EACH  MEMBER  OF  THE  HOUSE  OF 
DELEGATES,  PRESENT  A VERBAL  EXPLAN- 
ATION OF  THE  REPORT,  AND  RESPOND  TO 
QUESTIONS  CONCERNING  IT  IN  THE  APPRO- 
PRIATE FORUM. 

Action  • This  recommendation  has  been  approved 
and  will  be  implemented  at  the  upcoming  1985  An- 
nual Meeting. 

Recommendation:  Medico-Legal  Hotline  • THAT 
THE  FMA  ESTABLISH  A MEDICO-LEGAL  HOT- 
LINE TO  ASSIST  PHYSICIANS  CONFRONTED 
WITH  POTENTIAL  LEGAL  DIFFICULTIES. 

Action  • This  recommendation  was  discussed  at 
length  by  the  Board  of  Governors.  The  Board  be- 
lieves that  services  beyond  the  provision  of  a medico- 
legal hotline  would  be  helpful  to  the  membership.  A 
section  will  therefore  be  established  within  the 
Medical  Economics  Department  of  the  FMA  to  mon- 
itor the  rapid  escalation  of  alternative  health  care 
delivery  systems  and  the  impact  on  the  traditional 
fee-for-service  system  of  health  care  delivery. 

Establishment  of  this  section  will  be  carried  out 
in  the  most  expedient  manner  possible  within  the 
current  staff  structure  of  the  FMA.  A study  is  also 
being  conducted  of  the  fiscal  feasibility  of  developing 
a Physician  Desk  Guide  to  Florida  Law.  Staffing  of 
this  section  in  the  Medical  Economics  Department 
will  result  in  immediate  assistance  to  members  of 
the  FMA  who  have  questions  regarding  the  complex 
legal  and  contractual  problems  that  are  facing  them. 
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It  should  be  clearly  understood,  however,  that  the 
FMA  cannot  assume  the  responsibility  for  providing 
comprehensive  legal  services  to  its  members.  Such 
services  must  of  necessity  be  provided  by  the  mem- 
ber's own  personal  attorney. 

Recommendation:  Annual  Meeting  Date  • THAT 
THE  FMA  MOVE  THE  ANNUAL  MEETING  TO 
SEPTEMBER  BEGINNING  WITH  THE  1987  AN- 
NUAL MEETING;  AND  FURTHER,  THAT  CON- 
SIDERATION BE  GIVEN  TO  ROTATING  THE 
ANNUAL  MEETING  TO  ALL  FLORIDA  CITIES 
HAVING  ADEQUATE  FACILITIES. 

Action  • This  recommendation  has  been  approved 
by  the  Board  and  will  go  to  the  House  in  May  for 
consideration.  Moving  the  Annual  Meeting  to  this 
early  fall  date  would  make  it  possible  for  the  FMA  to 
develop  a more  timely,  effective  legislative  program. 
Many  of  the  committees  of  the  Legislature  begin 
their  pre-session  meetings  in  late  fall.  At  the  present 
time,  the  Legislative  Session  is  half  over  before  the 
House  of  Delegates  has  an  opportunity  to  make 
policy  decisions  on  current  legislative  issues. 

Recommendation:  Legislative  Program  • THAT 
THE  SUCCESSES  AND  FAILURES  OF  THE  FMA 
LEGISLATIVE  PROGRAM  IN  RECENT  YEARS  BE 
REVIEWED  IN  ORDER  TO  DETERMINE  THE 
OVERALL  EFFECTIVENESS  OF  THE  FMA  LEGIS- 
LATIVE PROGRAM. 

Action  • This  recommendation  has  already  been 
implemented  by  bringing  in  outside  consultants  for 
a detailed  review  of  the  FMA's  legislative  arm.  The 
results  of  that  study  were  summarized  in  my 
January  President's  Page.  The  recommendations 
contained  in  the  study  report  are  in  the  process  of 
implementation. 

Recommendation:  Specialty  society  representa- 
tion • THAT  EACH  SPECIALTY  GROUP  RECOG- 
NIZED BY  THE  FMA  HAVE  A VOTING  DELEGATE 
IN  THE  HOUSE  OF  DELEGATES. 

Action  • This  recommendation  was  based  on  the 
report  of  a special  ad  hoc  committee  that  indicated 
that  22  state  medical  societies  now  have  such  spe- 
cialty representation  in  their  house  of  delegates.  As 
a bellwether  state,  Florida  is  probably  in  more  need 
of  specialty  representation  than  most  states  if  effec- 
tive decision-making  by  the  FMA  House  of  Dele- 
gates is  to  take  place.  The  Bylaws  Committee  of  the 
FMA  has  studied  this  recommendation  and  believes 
that  adopting  it  will  in  no  way  interfere  with  the 
operation  of  the  House  of  Delegates.  Adequate  safe- 
guards to  ensure  that  a specialty  society  delegate 
will  only  have  one  vote  can  also  be  easily  achieved. 


Because  of  the  complexity  of  the  problems  that 
are  facing  us  at  this  time,  this  is  one  of  the  most  im- 
portant recommendations  to  come  out  of  the  Pro- 
grams and  Priorities  Committee.  Concerns  about 
changes  in  the  balance  of  power  in  the  House  of  Del- 
egates should  not  be  overriding  when  the  good  of  all 
members  is  at  stake. 

Recommendation:  Specialty  society  legislative 
activities  • THAT  THE  FMA  CONTINUE  ITS  EF- 
FORTS TO  COORDINATE  THE  LEGISLATIVE 
ACTIVITIES  OF  SPECIALTY  SOCIETIES  WITH 
THE  FMA  LEGISLATIVE  PROGRAM. 

Action  • This  recommendation  has  been  approved 
and  the  Council  on  Legislation  is  now  meeting  with 
the  leadership  of  those  specialty  societies  that  have 
legislative  problems  so  as  to  work  out  a coordinated 
strategy  in  dealing  with  them. 

Recommendation:  Specialty  society  administrative 
support  • THAT  THE  FMA  PROVIDE  FULL  OR 
PART-TIME  ADMINISTRATIVE  SUPPORT  TO 
ALL  FMA  SPECIALTY  SOCIETIES  REQUESTING 
SUCH;  AND  FURTHER,  THAT  THE  FMA  CHIEF 
EXECUTIVE  OFFICER  MEET  REGULARLY  WITH 
SPECIALTY  GROUP  STAFFS. 

Action  • This  recommendation  has  been  approved 
and  is  now  in  the  process  of  implementation. 

Recommendation:  Restructuring  of  the  Board  of 
Governors  • THAT  THERE  BE  A RESTRUCTUR- 
ING OF  THE  BOARD  OF  GOVERNORS  TO 
CHANGE  IT  FROM  A PARTIALLY  APPOINTED 
BOARD  TO  A BOARD  WHOSE  TOTAL  MEMBER- 
SHIP IS  ELECTED. 


Action  • This  recommendation  has  been  con- 
sidered by  the  Board  of  Governors  and  will  go  to  the 
House  of  Delegates  in  the  following  form:  Beginning 
in  1986,  the  replacement  for  the  district  Board 
member  whose  term  is  expiring  will  be  elected  by 
the  House  of  Delegates  instead  of  being  appointed  by 
the  President.  The  same  procedure  will  be  followed 
in  each  of  the  three  succeeding  years  so  that  by  1989 
all  district  Board  members  will  have  been  elected 
rather  than  appointed.  At  that  time,  another  review 
of  the  organizational  structure  of  the  Board  of  Gov- 
ernors will  be  conducted  to  determine  whether  any 
additional  changes  should  be  made  or  not.  The 
entire  composition  of  the  Board  will  be  considered 
at  the  March  meeting  of  the  Board  of  Governors. 

In  addition  to  these  recommendations  coming 
from  the  Committee  on  Programs  and  Priorities,  the 
Board  of  Governors  will  be  submitting  to  the  House 
in  May  a recommendation  that  a Section  on  Medical 
Students  and  a Section  on  Residents  be  established 
within  the  framework  of  the  FMA.  Establishing 
these  two  sections  should  result  in  strengthening 
the  membership  of  the  FMA  by  bringing  in  young 
physicians  at  an  early  stage  in  their  medical  edu- 
cation and  professional  career. 

Additional  long  range  planning  will  obviously 
be  required  and  will  be  done  on  a timely  basis, 
however,  a good  start  has  been  made.  I express  my 
deep  appreciation  to  Dr.  Sanford  Mullen,  Chairman 
of  the  Committee  on  Programs  and  Priorities,  and  to 
the  other  dedicated  members  of  the  Committee  who 
participated  so  effectively  in  the  work  of  the  Com- 
mittee and  in  the  preparation  of  its  report. 
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EDITORIAL 


Investing  in  our  future 


Mitchell  Hoffman.  Christopher  Cunha.  Do  you 
know  these  gentlemen?  Some  of  you  do,  and  you 
know  them  as  medical  students  who  have  demon- 
strated a desire  to  be  involved  in  organized  medicine 
in  this  state.  However,  I doubt  that  either  one  of 
these  young,  enthusiastic  individuals  who  feel  very 
strongly  about  helping  to  shape  the  future  of  medi- 
cine on  both  a national  and  state  level  would  have 
had  the  opportunity  to  demonstrate  their  willing- 
ness to  become  involved  had  it  not  been  for  the  en- 
couragement given  to  them  by  a few  FMA  members 
and  the  "open  door  policy"  of  the  Florida  Medical 
Association. 

Mitch  Hoffman  was  introduced  to  the  Florida 
Medical  Association  through  his  involvement  in  the 
design  and  production  of  a scientific  exhibit  for  one 
of  our  annual  meetings.  He  worked  long  and  hard  on 
the  project,  and  by  so  doing,  learned  a great  deal 
about  the  disease  process  his  exhibit  represented. 
His  exhibit  won  third  place  that  year.  In  addition  to- 
the  knowledge  Mitch  gained  by  planning,  developing, 
and  representing  his  exhibit,  he  also  became  ac- 
quainted with  the  members,  staff,  and  proceedings 
of  our  annual  meeting.  Mitch  Hoffman  is  currently 
Administrative  Chief  Resident  in  Obstetrics  and  Gy- 
necology at  the  University  of  South  Florida  College 
of  Medicine. 

Chris  Cunha  was  appointed  student  representa- 
tive to  the  Board  of  Governors  this  year.  He  has  been 
most  active  in  representing  the  FMA's  policies  re- 
garding the  future  of  medicine  on  both  a state  and 
national  level  to  the  news  media  and  other  medical 
students.  He  has  also  taken  an  active  role  as  a student 
representative  to  the  AMA. 

There  are  currently  1487  medical  students  in 
our  three  state  medical  schools.  A prestigious  Dean 
of  one  of  our  medical  schools  spent  several  minutes 
at  a recent  Board  of  Governors  meeting  telling  us  of 
the  quality,  ability  and  character  of  today's  medical 
students.  He  was  most  impressed  with  their  intense 


desire  to  become  involved  in  shaping  the  future  of 
medicine  in  the  State  of  Florida.  The  Dean  was  quite 
sincere  with  his  praise  and  admiration  for  our  young 
physicians-to-be  who  are  entering  a profession  in 
which  there  is  considerable  change  and  turmoil. 
Certainly  our  medical  students  are  apprehensive 
and  concerned,  more  so  than  ever  before,  about  our 
profession  and  how  their  lives  and  careers  will  be 
affected. 

Each  year  the  Hillsborough  County  Medical  As- 
sociation sponsors  a dinner  meeting  whereby  the 
members  are  asked  to  invite  a student  from  the  Uni- 
versity of  South  Florida  College  of  Medicine  to  meet 
the  members  and  get  acquainted  with  organized 
medicine  on  the  county  level.  Obviously,  not  all  of 
us  live  in  a county  in  which  a medical  school  is 
located,  however,  many  of  us  know  medical  stu- 
dents who  are  from  our  hometown  or  local  area  and 
there  is  no  reason  why  we  cannot  get  to  meet  them 
and  perhaps  even  have  them  spend  some  time  in  our 
offices  during  breaks  and  holidays  when  they  are 
home  from  their  respective  schools.  Certainly  the 
many  FMA  councils  and  committees  would  be 
pleased  to  have  members  invite  a medical  student  to 
sit  in  our  respective  meetings  as  an  introduction  to 
organized  medicine.  The  Executive  Committee  and 
Board  of  Governors  are  currently  considering  revision 
of  policy  to  expand  resident  and  medical  student 
interaction  with  the  Board. 

The  medical  students  of  today  look  to  us  for  gui- 
dance and  our  invitation  to  become  a part  of  the  FMA 
and  organized  medicine.  Let  us  give  them  the  oppor- 
tunity to  join  us  and  become  involved  in  our  great 
state  association.  Think  of  it  as  an  "investment  in 
our  future."  You  will  be  pleased  that  you  did:  so  will 
they.  Just  ask  Mitch  or  Chris! 


Pierre  J.  Bouis  Jr.,  M.D. 
Tampa 
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add  Isoptin  instead  of  a beta  blocker. 
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beta-blocker  side  effects  that  may 
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So,  the  next  time  a nitrate  is  not  enough,  add 
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protection  without  side  effects  which  may 
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America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

1 productivity-  1 America's  productivity 
I TheC,,!j4ljp\  growth  rate  has  been 
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1 " ""*■  nations.  And  it's  ad- 

1L1  versely  affecting  each 
W*  j and  every  one  of  us. 

' — We've  all  seen 

plants  and  businesses  close  down. 

Tens  of  thousands  of  jobs  lost.  Prices 
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it.  But  first,  we  need  to  know  more 
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solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 
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Contemporary  surgical 
management  for  hepatic 
metastases  of  colorectal  origin 


Kirby  I.  Bland,  M.D. 


ABSTRACT:  The  management  of  hepatic  metastases 
of  colorectal  origin  requires  a systematic  approach 
to  therapy.  Approximately  5%  of  patients  initiate 
the  decision  for  resection  at  the  primary  operation  or 
with  reoperative  efforts.  With  appropriate  selection 
of  candidates,  five-year  survival  rates  for  resectable 
lesions  exceed  20%.  Patients  in  whom  diffuse  hepatic 
metastases  are  evident  at  the  primary  or  reoperative 
procedure  should  be  considered  candidates  for  re- 
gional chemotherapeutic  perfusion.  Systemic 
chemotherapeutic  modalities  should  be  considered 
for  progressive  disease.  The  application  of  CEA  and 
adjunctive  diagnostic  parameters  appears  crucial  for 
the  identification  of  individuals  with  hepatic  metas- 
tases considered  salvageable  by  surgical  resection  or 
use  of  regional  chemotherapeutic  perfusion. 
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Dr.  Bland  is  Professor  and  Associate  Chairman  of 
the  Department  of  Surgery,  University  of  Florida 
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D espite  aggressive  efforts  over  the  past  two  dec- 
ades with  systemic  and  regional  chemotherapy  for 
hepatic  metastases  of  colorectal  origin,  minimal 
benefit  has  been  recognized.  Indeed,  the  best  re- 
sponse rates  were  approximately  20%  following 
systemic  administration  of  5-fluorouracil  (5-FU)  in 
over  2,000  patients.1-2  The  recognized  prognosis  of 
hepatic  metastases  on  survival  is  well  documented. 
The  natural  history  (survival)  of  patients  with  un- 
treated hepatic  metastases  varies  from  5.0  months 
to  21.5  months  and  depends  upon  stage  (extent)  of 
disease  at  diagnosis.3  Clearly,  hepatic  metastases 
represent  the  gravest  threat  to  survival  with  disease 
involvement  of  a single  organ  and  are  the  most  com- 
mon cause  of  death  from  metastases  of  intraabdomi- 
nal viscera.  While  chemotherapy  has  a definitive 
role  in  the  therapy  of  specific  metastatic  neoplasms, 
these  dismal  response  rates  have  stimulated  investi- 
gators to  attempt  remissions  with  the  application  of 
regional  chemotherapy.  This  more  aggressive  ap- 
proach has  had  varying  response  rates  in  retrospec- 
tive and  propective  trials  with  results  favoring  the 
regionally  treated  subset  over  the  systemic  thera- 
peutic group.4 

Growth  and  development  of  liver  metastases 
are  dependent  on  their  nutrient  blood  supply.  While 
micrometastases  reach  the  liver  via  the  portal  ven- 
ous system  following  invasion  of  the  mesenteric 
veins  (Fig.  1),  they  obtain  their  initial  blood  flow 
from  the  portal  vein  with  replacement  of  nutrient 
blood  supply  primarily  from  arterial  neovasculariza- 
tion as  the  metastases  enlarge.  Thereafter,  liver 
metastases,  which  represent  the  greatest  threat  to 
survival,  are  observed  in  one  third  to  one  half  of  pa- 
tients having  recurrent  colorectal  carcinoma.  Ceder- 
mark  et  al5  and  Bengmark  and  Hafstrom6  have  esti- 
mated that  as  many  as  one  half  of  all  primary  tumors 
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Fig.  1 — The  mechanism  of  micrometastases  of  colorectal 
carcinoma,  venous  and  lymphatic  routes  of  dissemination 
are  evident  with  survival  of  the  metastatic  cells  in  hepatic 
parenchyma  following  reestablishment  of  nutrient  blood 
supply.  Bland,  K.I.:  Reoperations  for  Primary  and  secondary 
Neoplasms  of  the  Gastrointestinal  Tract,  in  Fry,  D.E.  (ed): 
Reoperative  Surgery  of  the  Abdomen  (for:  science  and 
Practice  of  Surgery  by  Morris/Burke),  Marcel  Dekker,  Inc., 
N.Y.,  in  press. 


drained  by  the  portal  system  give  origin  to  hepatic 
metastases.  These  authors  observed  an  incidence  of 
synchronous  liver  metastases  at  laparotomy  for 
almost  one  fourth  of  the  patients  and  projected  a 
mean  survival  time  of  5.7  months. 


Diagnostic  approaches  to  establish  hepatic 
metastases  • The  suspicion  of  liver  metastases 
often  follows  physical  examination  corroborated 
with  chemical  laboratory  testing  of  hepatic  func- 
tions, liver  scintography,  sonography,  or  a combina- 
tion thereof.  Radionuclide  scanning  provides  an 
overall  accuracy  approaching  80%  with  diagnostic 
ultrasonography  and  radioimaging  allowing  a simi- 
lar accuracy.7  Computed  tomography  complements 
ultrasonography  and  represents  "state  of  the  art"  in- 
vestigation of  all  hepatic  lobes.  Second  and  third 
generation  scanners  and  nuclear  magnetic  resonance 
(NMR)  should  allow  detection  of  lesions  less  than  1 
cm  in  diameter.  Hepatic  angiography  of  the  celiac 
and  hepatic  arterial  distribution  should  be  performed 
to  evaluate  tumor  extent  and  to  precisely  document 
hepatic  arterial  and  venous  blood  flow  prior  to  the 
planned  resection. 

Operative  and  reoperative  approaches  for  hepatic 

metastases  • The  early  experience  of  Woodington 
and  Waugh8  for  resection  of  hepatic  metastases  from 
various  visceral  cancers  noted  a 20%  five-year  sur- 
vival rate  with  an  acceptable  operative  mortality 
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(4%).  Wilson  and  Adson9  reevaluated  operative 
intervention  for  secondary  liver  neoplasms  of  pri- 
mary colorectal  origin  from  40  patients  having  soli- 
tary lesions.  Fewer  candidates  were  eligible  for 
resection  of  multiple  lesions  although  operative 
mortality  was  acceptably  low  (1.7%).  No  patients 
with  multiple  secondary  lesions  excised  lived  five 
years,  whereas,  of  54  patients  eligible  for  five-year 
survival  analysis,  15  (28%)  lived  five  years  or  more 
and  eight  (15%)  were  alive  without  evidence  of 
recurrent  disease  at  ten  years  or  greater.  Thus,  it 
would  appear  that  aggressive  surgical  therapy  for  ap- 
parent solitary  hepatic  metastases  of  colorectal 
origin  is  justified  on  the  basis  of  the  survival  rate  of 
selected  patients. 

Attempts  at  wide  and  total  macroscopic  exci- 
sions of  "inoperable"  neoplasms  have  shown  that 
while  complete  resections  often  cannot  be  accom- 
plished, prolonged  survival  has  nevertheless  been 
achieved  in  certain  circumstances.  These  observa- 
tions suggest  that  there  is  some  degree  of  host  resis- 
tance operative  for  microscopic  foci  of  residual 
tumor.  Synchronous  hepatic  metastases  are  noted  in 
10-30%  of  patients  at  the  time  of  laparotomy  initi- 
ated for  resection  of  primary  colonic  neoplasm. 
Nonetheless,  approximately  one  fourth  of  these  pa- 
tients are  considered  to  have  "resectable"  secondary 
liver  tumors  as  defined  by  a solitary  nodule  or  mass 
limited  to  a single  lobe  or  segment  which  is  amen- 
able to  operative  intervention.  While  controlled  and 
uncontrolled  trials  of  chemotherapy  may  prolong 
survival  for  an  additional  few  months,  interpreta- 
tion of  these  studies  is  difficult.  Survival  longer  than 
two  years  after  demonstration  of  metastatic  disease 
is  unusual,  with  essentially  all  five-year  survivors  of 
biopsy -proven  hepatic  metastases  from  primary  col- 
orectal carcinomas  have  had  resection  of  secondary 
lesions. 

Table  1 summarizes  the  collective  series  of  he- 
patic resections  which  have  been  initiated  at  syn- 
chronous and  metachronous  intervals  for  metastatic 
colorectal  carcinoma.  One  should  recall  that  these 
patients  are  highly  selected  and,  as  Foster3  suggests, 
would  in  all  probability  have  had  a more  favorable 
prognosis  than  the  usual  patients  with  liver  metas- 
tases even  if  left  unresected.  Of  579  patients,  421 
were  at  risk  for  five-year  analysis.  Approximately 
one  fifth  of  the  total  series  lived  less  than  two  years 
following  operative  treatment  of  the  secondary  le- 
sion. When  absolute  survival  is  calculated,  178  pa- 
tients (42.3%)  lived  2-5  years,  whereas  98  patients 
(23.2%)  lived  5-10  years  and  13  patients  (3.1%)  ten 
or  more  years  as  calculated  from  the  entire  series. 
Thus,  selective  patients  can  benefit  by  this  aggres- 
sive approach. 

In  their  analysis  of  the  1974  liver  tumor  survey 
(LTS)  for  resection  of  metastatic  tumors  of  extra- 
hepatic  origin,  Foster  and  Berman10  observed  62  pa- 


tients  undergoing  synchronous  and  64  undergoing 
metachronous  resections  for  metastatic  colorectal 
primaries.  Of  88  patients  available  for  five-year  sur- 
vival analysis,  16  (18%)  were  alive  60  months  fol- 
lowing resection  (Table  2).  Foster  and  Berman  ob- 
served that  20%  of  45  patients  at  risk  with  resected 
solitary  lesions  and  24%  of  29  patients  with  resected 
multiple  metastases  of  bilobar  or  unilobar  origin 
lived  five  years.  Statistical  analysis  of  these  subsets 
discloses  no  difference  between  the  operative  groups 
with  regard  to  five-year  survival.  These  authors  also 
noted  that  prognosis  was  not  significantly  affected 
by  the  presence  of  more  than  one  tumor  nodule  un- 
less multiple  metastases  were  evident  in  both  ana- 
tomical lobes.  An  update  of  this  analysis  by  Foster3 
with  combination  of  collective  reviews  with  the 
LTS  and  the  author's  experience  noted  259  patients 
considered  survivors  of  liver  resection  for  metastatic 
colorectal  cancer.  In  subsequent  analysis,  Foster11 
observed  162  patients  at  risk  for  five  years  in  this 
series  in  which  a 30%  five-year  survival  rate  for 
resected  solitary  lesions  was  compared  with  a 13% 
five-year  survival  rate  for  individuals  having  resec- 
tion for  multiple  hepatic  secondary  lesions.  This 
analysis  of  the  time  interval  between  resection  of 
the  primary  colorectal  cancer  and  resection  of  the 
hepatic  metastases  suggests  that  a prolonged  disease- 


free  interval  has  a modest  to  negligible  benefit  on 
prognosis  after  liver  resection  for  secondary  cancer, 
and  that  a period  of  observation  for  disease  progres- 
sion is  unwarranted  (Table  3).  These  data  suggest 
that  survival  after  synchronous  resection  is  essen- 
tially identical  to  that  for  metachronous  resection 
when  the  interval  from  resection  of  the  primary 
neoplasm  exceeds  two  years.  Further,  Foster  infer- 
red from  this  cumulative  review  that  subsequent 
survival  does  not  correlate  with  the  status  of  the 
mesenteric  nodes  at  primary  colon  neoplasm  resec- 
tion nor  with  the  extent  (volume)  of  liver  parenchy- 
ma resected.  Conversely,  the  number  and  size  of  the 
secondary  hepatic  tumors  do  correlate  directly  with 
curability  by  resection. 

Statistically,  one  fifth  of  the  patients  with  pri- 
mary colorectal  cancer  have  metastatic  hepatic  di- 
sease of  which  one  fourth  of  these  secondary  lesions 
are  solitary  or  unilobar.  Thus,  approximately  5%  of 
patients  with  secondary  hepatic  lesions  will  initiate 
the  decision  for  reoperation  and  potential  resection. 
Additionally,  approximately  50%  of  the  latter  pa- 
tients will  have  undetectable  metastases  at  explora- 
tion. While  the  evidence  would  strongly  favor  the 
decision  to  initiate  hepatic  resection  whenever  lim- 
ited solitary  or  unilobar  disease  is  encountered,  this 


Table  1.  — collective  Series  of  Hepatic  Resections  for  Metastatic  Colorectal  Cancer. 


Author 

Number 

Patients 

Patients  at  Risk 
For  5-year 
Analysis 

Lesion(s)  Resected 
Multiple  Solitary 

Operative 

Mortality 

<2 

NO.  (%) 

Absolute  Survival  (yr) 

2-5  >5 

No.  (%)  No.  (%) 

> 10 
No.  (%) 

Wilson  and 

Adson 

60 

54 

20 

40 

1 (1.7%) 

18  (33) 

13  (24) 

15  (28) 

8 (15) 

Foster  and 
Berman 

126 

88 

45 

81 

8 (6.3%) 

36  (41) 

36  (41) 

16  (18) 

— 

Foster2 

(1978) 

259 

206 

— 

— 

13  (5.0%) 

— 

84/192  (44) 

46/206  (22) 

— 

Wanebo  et  al 
(1978) 

271 

25 

2 

25 

2 (7.0%) 

4 (16) 

14  (56) 

7 (28) 

— 

Fortner  et  al 
(1978) 

25 

2 

11 

143 

2 (8.0%) 

9 (39)3 

12  (52) 

2 (9) 

— 

Adson  and 

Van  Heerden 

34 

3 

11 

23 

2 (5.8%) 

7 (22) 

18  (56) 

4 (1 3)3 

3 (9) 

Morrow  et  al 
(1982) 

29 

29 

1 

28 

NA  (20%)4 

19  (66) 

— 

8 (27) 

2 (7)3 

Logan  et  al 
(1982) 

19 

14 

7 

12 

1 (5.3%)4 

7 (37) 

8 (42) 

4 (21) 

— 

1 1974  Liver  Tumor  Survey  (LTS),  survival  data  calculated  on  88  patients 

at  risk  > 5 years. 

Collective  review  + LIT  + author's  experience. 

3 Extrapolated  from  survival  data;  excludes  operative  deaths, 
includes  operative  mortality  of  series. 

Modified  from  Bland,  K.l.  and  Polk,  H.C.  Jr:  Therapeutic  Measures  Applied  for  Curative  and  Palliative  Control  of  Colorectal  Carci- 
noma. In  Nyhus,  L.M.  (ed.L  Surgery  Annual,  1983,  pp.  145,  Copyright  1983  by  Appleton-Century  Crpfts,  E.  Nprwalk,  Connecticut. 
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Table  2.  — 

Resection  of  Metastatic  Cancer  — 1974  LTS: 
or  Multiple  Lesions  vs  Survival. 

Primary  colon  and  Rectum,  Solitary 

Metastasis 

Solitary 

Multiple 

Unilobar 

Bilobar 

Patients 

81 

30 

15 

Operative  deaths 

1 

3 

4 

Mean  survival1 

29  months 

40  months 

19  months 

Median  survival2 

16  months 

16  months 

14  months 

5-year  survival 

9/45  (20%)2 

6/19  (31%)2 

1/10  (10%) 

''Excludes  operative  deaths. 

2p  = NS. 

From  Foster,  J.H.,  Berman,  M.M.  Solid  Liver  Tumors,  Major  Problems  in  Clinical  Surgery,  Volume  XXIII,  1977,  Copyright 
by  W.B.  Saunders,  Philadelphia. 


decision  must  be  tempered  by  the  judgment  that  the 
primary  intestinal  neoplasm  is  controlled  without 
evidence  of  distant  spread  of  disease.  Further,  the 
technical  expertise  and  experience  of  the  surgeon, 
availability  of  anesthesia  and  blood  as  well  as  the  pa- 
tient's general  medical  status  must  be  considered. 
Certainly,  hepatic  angiography  should  precede  any 
technically  resectable  hepatic  lesion.  Finally,  the 
experience  of  Foster  and  Berman10  does  not  support 
total  lobectomy  as  a preferred  procedure  over  simple 
excision  or  wedge  resection  of  the  primary  lesion  in 
which  an  adequate  margin  of  normal  liver  encom- 
passes the  resectable  neoplasm. 

Operative  approaches  for  the  delivery  of  regional 
chemotherapy  for  unresectable  hepatic  metas- 

tases  • We  have  witnessed  extensive  efforts  over 
the  past  two  decades  to  improve  response  rates  of 
metastatic  hepatic  neoplasms  with  the  delivery  of 
intraarterial  chemotherapy  (HIAC).  The  rationale 


for  employing  HIAC  is  the  aggressive  attempt  to  im- 
prove antitumor  drug  effect  with  the  introduction  of 
a delivery  system  which  provides  concentration  of 
the  chemotherapeutic  agent  in  the  hepatic  tumor 
relative  to  drug  exposure  of  dose-limiting  sensitive 
tissues  in  other  sites  (gastrointestinal  epithelium, 
myocardium,  bone  marrow,  etc.).12  Three  essential 
aspects  for  the  successful  delivery  of  HIAC  have  re- 
cently been  reviewed  by  Ensminger  and  Gyves13  and 
include:  (1)  operative  catheter  placement  to  appro- 
priately infuse  drugs  to  the  entire  liver  and  the  he- 
patic neoplasm,  (2)  use  of  tumor-sensitive  drugs, 
and  (3)  utilization  of  a system  which  allows  repeated 
and  chronic  administration  conveniently,  reliably 
and,  preferably,  in  the  outpatient  setting. 

The  past  decades  have  witnessed  varying  re- 
sponse rates  in  institutions  which  utilize  intraoper- 
ative placement  of  catheters  or  use  of  angiographic 
catheters  by  the  percutaneous  Seldinger  technique.12 
These  variations  of  route  and  schedules  for  drug 


Table  3.  — Colon  and  Rectum  Primary:  interval  Between  Bowel  and  Liver  Resection. 

Metachronous 


Less 

More 

Than 

Than 

Synchronous 

2 Years 

2 Years 

Number  Patients 

111 

60 

69 

Mean  survival  (mo)1 

27 

26 

34 

2-Year  survival1 

43/88  (49%) 

25/50  (50%) 

19/56  (34%) 

5-Year  survival1 

15/81  (19%) 

12/47  (26%) 

10/51  (20%) 

''After  liver  resection;  excludes  operative  death. 

From  Foster,  J.H.:  T reatment  of  Metastatic  Cancer  to  Liver.  In  DeVita,  V.T.  Jr.  et  al  (eds):  Cancer  Principles  and  Practices 
of  Oncology,  1982,  J.B.  Lippincott  Company,  Philadelphia. 
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delivery  have  been  recently  reviewed4  and,  as  sug- 
gested, therapeutic  subsets  were  favored  over  con- 
trol or  systemically  treated  groups.  Several  investi- 
gators1416 reported  that  95%  of  the  neoplastic  blood 
supply  arose  from  the  hepatic  artery,  whereas  a 
nominal  5%  of  the  nutrient  blood  flow  arose  from 
the  portal  vein.  However,  prior  to  the  past  four 
years,  morbidity  incurred  with  the  placement  of 
angiographic  catheters  was  extensive  and  included 
catheter  dislodgement,  arterial  and  venous  throm- 
bosis, embolization,  bleeding,  and  infection. 
Oberfield  et  al17  reported  complication  rates  as  high 
as  80%  and  included  variations  of  the  aforemen- 
tioned problems,  the  most  important  being  malper- 
fusion  of  the  metastatic  hepatic  tumor  as  a result 
of  abnormal  arterial  anatomy  (variations  in  the 
celiac  axis,  replaced  right  hepatic  artery,  etc.). 
While  operatively-placed  catheters  provide  a 
reduction  of  these  complications,  they  were  seldom 
patent  beyond  six  months  as  a result  of  arterial  or 
catheter  thrombosis  and/or  dislodgement.  Pioneer- 
ing efforts  of  Buchwald  et  al18  and  Niederhuber  and 
Ensminger19  were  apparent  following  introduction 
of  the  Infusaid®  pump  (Metal  Bellows  Corporation, 
Norwood,  MA)  and  abrogated  the  major  concerns  of 
catheter  dislodgement  and  function  and,  impor- 
tantly, avoided  the  necessity  of  patient  restriction  to 
the  hospital  associated  with  the  use  of  HIAC.  The 
Infusaid®  pump  is  a totally  implantable,  percuta- 
neously  refillable  device  powered  by  charged  freon 
which  has  a 50  cc  reservoir  driven  at  a set  rate  (3.6 
ml  per  day)  with  refill  requirements  every  eight  to 
16  days  on  an  outpatient  basis.  Ensminger  et  al20 
reported  the  experience  in  13  patients  with  metasta- 
tic hepatic  neoplasms  of  which  1 1 were  of  colorectal 
origin.  The  reliability  of  the  Infusaid®  pump  with 
consistent  flow  rates  was  observed  over  2,800  cumu- 
lative days  with  only  one  malfunction.  Partial  or 
complete  regression  of  hepatic  tumor  was  observed 
in  nine  patients  (82%)  with  colonic  primaries  when 
documented  by  physical  examination  and  radionu- 
clide liver  scans.  A subsequent  report  by  Niederhuber 
and  Ensminger19  documented  over  20,000  cumula- 
tive days  of  infusion  in  96  individuals,  over  95%  of 
whom  were  treated  as  outpatients.  Major  drug  toxic- 
ity included  anicteric  (46%)  and  icteric  (23%)  chem- 
ical hepatitis,  mild  gastritis  (60%),  and  ulcers  (8%)  as 
a result  of  the  5-FUDR  infusate.  Operative  mortality 
was  experienced  in  2%,  with  morbidity  from  pump- 
and  catheter-related  problems  observed  in  16%. 
Niederhuber  and  Ensminger  note  that  tumor  re- 
sponse was  excellent  (83%  partial  response  rate) 
with  extension  of  survival.  A notable  observation  by 
these  authors  was  that  the  majority  of  nonsurvivors 
were  dying  of  neoplasm  metastatic  to  remote  organ 
sites  rather  than  of  hepatic  failure  which  has  been 
historically  the  greatest  single  organ  site  for  mor- 
tality. 


These  observations  have  subsequently  been 
confirmed  by  Balch  et  al21  with  a report  of  50  con- 
secutive patients  with  metastatic  colorectal  carci- 
noma. Follow-up  in  this  report  was  a median  time  of 
six  months.  These  authors  have  observed  a remis- 
sion rate  of  83%  for  the  evaluable  patients  with  a de- 
crease in  the  CEA  level  by  80%  (range  35-97%). 
Tumor  progression  was  evident  in  only  4%  of  pa- 
tients who  initially  had  a good  response  as  docu- 
mented objectively  by  follow-up  scans  and  CEA 
values,  whereas  14%  had  relapse  in  extrahepatic 
sites  (pelvis,  lung  and  bone). 

Our  experience  has  been  limited  to  the  Model 
400  Infusaid®  pump.  Over  the  past  26  months,  we 
have  operated  on  36  patients  with  known  hepatic 
metastases  of  whom  13  (36%)  were  considered  in- 
eligible for  pump  placement  on  the  basis  of  the 
intraoperative  findings  of  extrahepatic  disease.  Of 
the  23  patients,  22  were  implanted  for  metastatic 
colorectal  carcinoma  and  one  for  cholangiocarcin- 
oma.  The  absolute  and  relative  contraindications  for 
placement  of  the  Infusaid®  pump  follow: 

Absolute 

1.  Histologic  and/or  radiographic  evidence  of 
remote  organ  involvement  distant  to  perfused 
site,  e.g.,  extrahepatic  — lung,  bone  regional, 
etc. 

2.  Ascites 

3.  Nutritional  compromise  ( > 15%  of  body  weight) 

Relative 

1.  Hepatitis  — cirrhosis 

2.  Hyperbilirubinemia  ( > 5 mg%) 

3.  Gastric /duodenal  ulcer  disease 

4.  Advanced  cachexia-limited  survival 

5.  Remote  sepsis 

6.  Compromised/replaced  hepatic  arterial  anatomy 

Among  the  previously  mentioned  patients,  24 
pumps  were  placed,  as  one  patient  required  a dual 
system  on  the  basis  of  replaced  hepatic  arterial 
anatomy.  Major  complications  included  gastritis 
(44%),  cholecystitis  (19%),  and  pseudoaneurysm  of 
the  gastroduodenal  artery  (4%),  with  an  overall  mor- 
bidity rate  of  67%.  Three  patients  (13%)  required 
replacement  of  the  pump  due  to  two  malfunctions 
and  a leak  at  the  catheter  outflow  port.  We  have 
noted  a 56%  overall  objective  response  rate  (com- 
plete and  partial)  in  13  patients  demonstrated  by 
reduction  of  tumor  mass  on  computed  tomography 
or  decrease  in  liver  function  values  and  the  CEA. 
Two  complete  and  11  partial  responses  were  noted. 
No  deaths  have  been  observed  in  follow-up  over  26 
months  (range  4-26  months,  median  14.0  months). 


Vol.  72,  NO.  2/J.  FLORIDA  MA/FEBRUARY  1985/95 


Perspectives  to  the  approach  of  hepatic 
metastases  • An  estimated  10-20%  of  patients  with 
primary  resectable  colorectal  neoplasms  have  overt 
(synchronous)  hepatic  metastases  of  which  less  than 
one  half  (5%)  are  resectable.22  Finlay  et  al23  observed 
that  hepatic  metastases  were  detected  in  14%  of  43 
consecutive  patients  undergoing  laparotomy  for 
colorectal  carcinoma.  Twenty  nine  percent  of  pa- 
tients undergoing  apparent  curative  resection  for 
colorectal  carcinoma,  who  were  considered  to  have 
a disease-free  liver  at  laparotomy,  subsequently 
developed  hepatic  metastasis  during  a two-year 
follow-up  interval.  Thus,  these  occult  hepatic  me- 
tastases are  deserving  of  interval  follow-up  which 
may  necessitate  hepatic  resection  at  metachronous 
intervals.  We  routinely  screen  in  follow-up  with  in- 
terval CEA  and  liver  function  tests  every  one  to  three 
months,  and  perform  computed  tomography  of  the 
abdomen  and  liver  with  chest  x-ray  every  six  months. 
Further,  in  an  effort  to  identify  metachronous  pri- 
maries of  the  colon,  the  performance  of  a baseline 
barium  enema  with  restudy  on  an  annual  basis  ap- 
pears justifiable  following  curative  resection  of  colon 
lesions  above  25  cm.  Additionally,  the  use  of  occult 
blood  analyses  (guaiac  vs  Hematest®  ) appears  justi- 
fiable every  two  to  three  months  for  one  year,  every 
three  months  for  the  second  year,  every  six  months 
for  the  third  year,  and  annually  thereafter.24 

For  resections  with  anastomosis  below  25  cm, 
proctosigmoidoscopy  is  substituted  as  the  main  di- 
agnostic parameter  in  follow-up.  Occult  blood 
follow-up  is  recommended  after  abdominoperineal 
resection,  with  frequency  of  the  test  similar  to  that 
performed  for  lesions  above  25  cm.  We  also  recom- 
mend biopsy  in  individuals  presenting  with  pain  in 
the  perineum  following  abdominoperineal  resec- 
tion. Furthermore,  patient  education  for  examina- 
tion of  the  perineum  and  regional  inguinal  nodes  at 
risk  is  important. 

The  application  of  diagnostic  and  therapeutic 
colonoscopy  enhanced  clarification  of  questionable 
radiographic  findings  in  the  majority  of  patients 
(89%)  studied  by  Knutson  and  Max.25  Overall,  the 
frequency  of  detecting  occult  lesions  (19%)  com- 
bined with  a substantial  reduction  in  laparotomy- 
colotomy  procedures  required  for  removal  of  colon 
polyps  (88%)  provided  a low  morbidity  (3%)  and  a 
low  false-negative  examination  rate  to  establish  the 
efficacy  of  this  definitive  diagnostic  modality. 

Figure  2 summarizes  a logic  approach  following 
the  confirmation  of  intraoperative  disease  status  of 
the  liver  and  abdominal  viscera.  Synchronous  met- 
astases observed  in  the  liver  at  the  primary  operation 
are  managed  as  described  under  the  operative  man- 
agement of  hepatic  metastases  of  colorectal  origin. 
Clearly,  solitary  unilobar  lesions  amenable  to  hepa- 
tic lobar  or  wedge  resection  should  be  managed  sur- 
gically if  a margin  of  normal  hepatic  parenchyma 


can  be  resected  to  allow  an  NED  status.  For  circum- 
stances in  which  progressive  or  recurrent  disease  in 
the  absence  of  extrahepatic  involvement  is  evident, 
placement  of  the  Infusaid®  pump  is  recommended. 
Nonresponders  or  individuals  in  whom  recurrences 
develop  in  viscera  remote  from  the  liver  are  there- 
after treated  on  protocol  with  systemic  chemother- 
apy. In  all  situations  in  which  extrahepatic  disease 
is  evident  at  exploratory  laparotomy,  an  absolute 
contraindication  for  pump  placement  exists  and 
should  be  extended  with  findings  of  ascites,  nutri- 
tional compromise,  hepatitis  and/or  cirrhosis.19'26 
The  success  in  treatment  of  diffuse  hepatic  metasta- 
ses considered  unresectable  for  cure  is  often  meas- 
ured in  terms  of  partial  response  rates,  reduction  of 
hospital  patient  days,  and  prolongation  as  well  as 
quality  of  survival.  Niederhuber  et  al26  have  ob- 
served a 68%  survival  rate  for  individuals  with  he- 
patic involvement  alone  (18-24  months)  in  contrast 
with  a 35%  survival  (8-10  months)  for  individuals 
presenting  with  hepatic  and  extrahepatic  disease. 
Clearly,  a delivery  system  with  the  advantage  of 
total  implantation,  simplicity  and  reliability  of 
maintenance,  and  opportunity  for  usage  in  an  out- 
patient setting  represents  a great  technical  achieve- 
ment. Patient  compliance  following  placement  of 
the  Model  400  system  appears  good  to  excellent. 
Future  modifications  are  being  directed  at  miniatur- 
ization of  the  pump  with  enlargement  of  the  drug  re- 
servoir system  to  decrease  frequency  of  refill.  Final- 
ly, therapeutic  approaches  which  utilize  more  active 
drugs  or  additional  drug  combinations  with  5-FUDR 
are  being  refined  and  may  allow  substantial  progress 
in  regional  chemoperfusion  of  hepatic  metastases 
to  augment  the  palliative  responses  reported 
previously. 
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Presentation  of  hemophilia  A 
in  the  newborn  period 


Phyllis  Goldner  Yonker,  M.D.,  John  Graham-Pole,  M 


ABSTRACT:  We  evaluated  if  tumor  cell  lines  which 
metastasize  via  different  routes  vary  in  their  ability 
to  stimulate  platelets.  We  examined  three  tumor  cell 
lines,  null  cell  acute  leukemia  (NALM  16),  neuro- 
blastoma (NB  100),  and  B 16  melanoma  cells  on 
tumor  cell-induced  platelet  aggregation  and  throm- 
boxane A2  (TXA2)  generation.  Human  platelet-rich 
plasma  (PRP)  samples  were  incubated  with  tumor 
cells  prior  to  stimulation  with  ADP  or  epinephrine 
in  threshold  (T)  or  subthreshold  (ST)  concentra- 
tions. TXB2  was  measured  by  RIA  in  PRP  aliquots  as 
index  of  platelet  TXA2  generation.  B 16  melanoma 
cells  induced  platelet  aggregation  and  potentiated 
platelet  aggregation  in  response  to  ST  or  T concen- 
trations of  ADP  or  epinephrine.  These  results  were 
similar  for  high  or  low  metastatic  variants.  Neuro- 
blastoma and  leukemia  cells  did  not  affect  platelet 
aggregation.  Melanoma  cells  increased  TXA2  genera- 
tion from  unstimulated  or  stimulated  platelets 
(unstimulated:  + 110%,  epinephrine  (ST):  +100%, 
ADP  (ST):  +43%,  whereas  neuroblastoma  and  leu- 
kemia cells  had  no  effect  on  platelet  TXA2 generation. 
These  data  indicate  that  tumors  which  metastasize 
by  certain  routes  may  stimulate  platelet  aggregation 
and  TXA2  generation  to  a greater  extent  than  others. 
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A .Lemorrhage  in  the  newborn  period  may  be  due 
to  many  causes  including  thrombocytopenia,  vitamin 
K deficiency,  disseminated  intravascular  coagulation, 
and  hemophilia.  Correct  diagnosis  is  important  in 
order  to  control  hemorrhage  and  for  later  manage- 
ment. We  describe  a patient  with  subgaleal  hema- 
toma as  an  unusual  presentation  for  hemophiliod 
disorder. 

Report  of  case  • A one-day-old  white  male  infant  was 
transferred  to  Shands  Hospital  at  the  University  of 
Florida  College  of  Medicine  for  enlarging  head  cir- 
cumference, bleeding,  and  hypovolemic  shock.  He 
was  the  4550  gram  40  week  product  of  an  uncompli- 
cated pregnancy,  born  to  a 28-year-old  gravida  1,  para 
0000  female.  Labor  lasted  four  hours,  and  membranes 
were  ruptured  two  hours  prior  to  delivery.  Fetal  heart 
rate  was  120/min  during  labor.  Apgar  scores  were  6 
to  8 at  one  and  five  minutes  respectively.  The  child 
was  delivered  by  Cesarean  section  because  of  cephal- 
opelvic  disproportion.  There  was  no  family  history 
of  bleeding  problems. 

At  the  time  of  delivery,  bruising  and  molding 
over  the  right  parietooccipital  area  was  noted,  but  no 
fracture  was  present.  Vitamin  K oxide,  1 mg,  IM  was 
given.  A small  hematoma  resulted  several  hours  later. 
Several  hours  after  birth,  the  neonate  was  noted  to 
have  mottled  skin,  periodic  apnea,  and  a poor  suck. 
Laboratory  test  results  showed  hemoglobin  11  g/dl, 
hematocrit  33.5%,  white  blood  cell  count  22,300/cu 
mm  with  42%  neutrophils,  12%  bands,  30%  lympho- 
cytes, 14%  monocytes,  1%  eosinophils,  and  1% 
metamyelocytes.  The  platelet  count  was  163,000/cu 
mm.  At  nine  hours  of  age,  analysis  of  arterial  blood 
gas  on  room  air  revealed  pH  7.19,  pC02  16.5  mm, 
and  p02  122  mm.  The  neonate  was  incubated  be- 
cause of  respiratory  distress.  Blood  cultures  were 
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drawn  and  the  patient  was  started  on  ampicillin  and 
gentamicin.  Subsequently,  blood  cultures  showed 
no  growth.  The  infant  was  stabilized  with  infusions 
of  packed  red  blood  cells  and  fresh  frozen  plasma. 

On  arrival  at  Shands  Hospital,  the  infant  was  pale 
and  in  moderate  distress.  Temperature  was  37.7  C, 
respiratory  rate  40/minute,  heart  rate  140/minute, 
and  systolic  blood  pressure  44  mm  Hg.  Abnormal- 
ities on  physical  examination  included  3+  pitting 
edema  over  the  right  parietal  area  and  a markedly 
swollen  right  eye. 

Initial  laboratory  studies  were  done  at  four  hours 
of  age.  Hemoglobin  was  8 g/ dl,  hematocrit  23%,  and 
platelet  count  150,000/cu  mm.  Serum  electrolytes 
and  calcium  were  within  normal  limits.  The  serum 
urea  nitrogen  concentration  was  28  mg/dl, 
creatinine  3.5  mg/dl,  and  total  bilirubin  0.5  mg/dl. 

Skull  series  revealed  overriding  of  the  sutures  in 
the  lambdoidal  and  sagittal  regions  as  well  as  soft 
tissue  swelling.  Cranial  ultrasound  revealed  no 
intraventricular,  intracerebral,  or  subarachnoid 
hemorrhage.  Hematoma  and  scalp  edema  were  evi- 
dent. Computed  tomography  of  the  head  was  remark- 
able for  a soft  tissue  hematoma  in  the  right  fronto- 
parietal area  outside  the  skull. 

During  the  next  six  days,  the  neonate  required 
six  transfusions  of  packed  red  blood  cells.  His  platelet 
count  dropped  to  77,000/cu  mm.  The  prothrombin 
time  (PT)  was  11.0  seconds  (control  11.4  seconds), 
partial  thromboplastin  time  (PTT)  69  seconds  (con- 
trol 25  seconds),  and  fibrinogen  403  mg/dl  (normal 
170  to  400  mg/dl).  Following  two  infusions  of  fresh 
frozen  plasma  (each  10  cc/kg),  the  PTT  decreased  to 
42  seconds. 

At  ten  days  of  age,  the  umbilical  stump  separated 
from  the  skin  and  further  bleeding  occurred.  The 
bleeding  continued  despite  direct  pressure  but  sub- 
sided after  placement  of  a suture,  vitamin  K (5  mg, 
IV),  and  fresh  frozen  plasma. 

At  this  time  the  diagnosis  of  hemophilia  or  other 
hemophiloid  disorders  was  considered.  Analysis  of 
coagulation  factor  VIII  revealed  2.2%  activity 
while  levels  of  other  factors  were  within  normal 
limits.  The  patient  was  therefore  diagnosed  as 
having  hemophilia  A. 

Comment  • This  patient's  presentation  stresses  the 
need  for  a high  index  of  suspicion  of  hemophilia  in  a 
newborn  with  hemorrhage.  Most  infants  with  hemo- 
philia do  not  have  bleeding  episodes  in  the  neonatal 


period  despite  birth  trauma.1. 2 The  reason  for  the  lack 
of  bleeding  episodes  during  the  first  few  days  of  life  in 
most  patients  with  hemophilia  A is  not  known  but 
may  be  related  to  intact  extensive  system  of  coagula- 
tion.1 Maternal  factor  VIII  does  not  cross  the  placenta 
and,  therefore,  does  not  protect  the  neonate. 

In  one  study  in  which  192  patients  were  retro- 
spectively analyzed,  only  8%  of  severely  affected 
patients  and  2.5%  of  less  severely  affected  patients 
had  a major  hemorrhage  in  the  neonatal  period.1 
Cephalohematomas,  umbilical  bleeding,  and  bleed- 
ing from  heel  prick,  circumcision,  or  intramuscular 
injection  were  the  usual  causes  of  bleeding.1 

Scalp  hemorrhage  was  especially  uncommon  and 
has  been  reported  as  a presenting  sign  of  hemophilia 
in  only  seven  neonates,14-6  two  of  whom  were  born  to 
the  same  mother.4  All  of  these  neonates  were  anemic 
because  of  hemorrhage  and  some  suffered  from  shock 
and  hyperbilirubinemia.  Subgaleal  hemorrhage,  as  in 
the  neonate  reported  here,  may  be  more  serious  than 
subperiosteal  hemorrhage  because  of  the  greater  space 
into  which  blood  can  accumulate.6, 6 

Neonates  presenting  with  prolonged  PTT  in  the 
presence  of  normal  PT,  despite  receiving  vitamin  K, 
need  to  be  fully  evaluated  for  deficiency  of  coagula- 
tion factors  so  that  the  proper  therapy  can  be  readily 
instituted.  Physicians  should  have  a high  index  of 
suspicion  of  hemophilia  in  any  infant  presenting  with 
hemorrhage. 
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Fracture  of  humerus  from 
muscular  violence:  case  report 


Thomas  R.  Sprenger,  M.D. 


ABSTRACT:  Fracture  of  the  humeral  shaft  secondary 
to  muscular  violence  is  a preventable  injury.  Team 
physicians  must  exert  a strong  influence  to  prevent 
strenuous  throwing  before  proper  technique  is 
learned.  An  illustrative  case  is  reported. 
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-Lveports  of  fractures  of  the  humeral  shaft  secon- 
dary to  muscular  violence  appear  occasionally  in  the 
literature.  The  purpose  of  this  presentation  is  to 
report  a case  and  to  stress  the  importance  of  proper 
throwing  technique. 

Case  Report  — On  August  18,  1978,  during  a game,  an 
18-year-old  professional  baseball  pitcher  threw  an  overhand  fast 
ball,  experienced  sudden  sharp  pain  in  his  pitching  arm  and  he 
collapsed  to  the  ground  He  was  taken  to  a hospital  emergency 
room  The  radiographs  (Fig  1A.  B)  revealed  a long  spiral  fracture 
of  the  humeral  diaphysis  with  a large  butterfly  fragment.  Treat- 
ment by  means  of  a hanging  cast  was  instituted  (Fig.  1C,  D).  The 
radiographic  appearance  of  the  humerus  (Fig.  2A,  B)  on  Septem- 
ber 25,  1978  revealed  callus  formation  and  apparent  early  union. 
Within  three  months  of  onset  of  fracture  he  was  throwing  a base- 
ball again  Nineteen  months  postfracture  the  radiographs  (Fig. 
2C,  D)  revealed  union  of  the  fracture  When  last  seen  four  years 
postfracture,  he  was  continuing  his  baseball  career  with  the  goal 
of  major  league  status.  He  had  full  motion  in  the  right  shoulder 
and  elbow. 

Discussion  • In  1959  Bmgham1  collected  ten  re- 
ports from  the  literature  on  fractures  of  the  humerus 
resulting  from  musculature  violence  and  added  four 
cases  of  his  own.  The  majority  of  injuries  occurred 
in  baseball  games  with  the  throwing  of  a javelin  also 
reported.  The  reports  of  Bdje2  in  1942  and  Petersen3 
in  1970  advocated  stress  as  the  etiologic  mechanism 
of  these  fractures. 

Arfwidsson  in  1957  reported  three  humeral  frac- 
tures from  hand  grenade  throwing.4  He  postulated 
that  in  fractures  of  this  type  the  kinetic  energy  of  the 
limb  is  a factor  of  importance  and,  in  addition  to  the 
purely  active  forces,  the  passive  braking  effect  of 
the  antagonist  should  be  borne  in  mind.  He  further 
suggested  that  cold  and  fatigue  might  also  impair 
the  coordination  of  movements.  In  his  three  cases 
the  fractures  occurred  on  throws  six,  eight,  and  ten. 
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Fig.  1.  — A.  AP-  August  18, 1978;  B.  Lateral  - August  18, 1978;  Fig.  2.  — A.  September  25, 1978;  B.  September  25, 1978;  C. 

C.  Lateral  - August  18, 1978;  D.  Oblique  - August  18,  1978.  March  20, 1980;  D.  March  20, 1980. 


He  further  postulated  that  the  condition  of  the 
muscles  was  an  important  factor  in  the  fractures.  He 
believes  that  muscular  coordination  is  improved  by 
practice  of  the  movement  involved,  which  should 
lessen  the  danger  of  fractures  in  throwing  of  this 
type.  In  his  three  patients  ages  20  and  21  years,  hand 
grenade  throwing  had  been  practiced  for  a maximum 
of  five  to  six  months  with  total  throws  of  70  in  two 
and  100  in  one. 

While  research  results  on  warm-up  are  conflict- 
ing, most  coaches  and  athletes  seem  to  believe  that 
warm-up  is  valuable.  Jensen5  who  has  coached  and 
taught  physical  education  supports  its  value. 

Peltokallio,  Peltokallio,  and  Vaalasti6  reported 
humeral  fractures  in  two  Finnish  baseball  players 
and  in  one  javelin  thrower.  Their  patients  were 
amateur  athletes  who  played  regularly.  They  pro- 
posed a faulty  throwing  style  as  the  main  probable 
cause  of  this  fracture.  They  say  that  a "round  arm" 
style  in  which  the  arm  spreads  too  far  on  the  side 
during  the  throwing  act  exerts  a heavy  strain  on  the 
arm.  In  the  extreme,  the  brachium  may  be  nearly 
parallel  to  the  ground  and  the  elbow  flexed  to  a right 
angle.  In  this  style,  marked  internal  rotation  of  the 
arm  occurs  early  in  the  throwing  process  and  a very 
heavy  strain  is  exerted  on  the  elbow  joint  and  on  the 
humerus  itself. 

Chao,  Miller,  and  Teng7  reported  129  spiral 
humeral  fractures  in  military  recruits  in  Taiwan 
from  1959  to  1966  in  the  Republic  of  China  Army. 
The  age  spread  was  19  to  33  years,  88%  occurring  in 
the  20  to  24  year  group  and  95.3%  in  the  distal  third 
of  the  humerus.  These  authors  suggest  that  the  tor- 
sional force  results  in  an  unbalanced  dynamic  equil- 
ibrium of  forces  acting  on  the  humerus.  They  con- 
structed a simulator  to  study  the  mechanics  of  the 
grenade  throw.  Using  the  studies  of  Halliday  and 
Resnick8  (Table  1)  F = MA  = M(V/T)  and  FT  - MV 
they  defined  torsional  force  without  a grenade  as: 
F]T  = M,  V/T  = Mi  A.  The  torsional  force  with  the 
grenade  was  defined  as:  F2T  - (Mi  + M2)  A. 
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The  velocity  of  the  forearm  and  time  of  applica- 
tion of  the  force  are  assumed  to  remain  effectively 
constant  for  both  conditions. 

They  used  a grenade  weighing  22  ounces  (625 
grams.)  They  determined  experimentally  that  the 
time  of  application  of  the  torsional  force  was  effec- 
tively equal  to  0.1  second,  and  that  a torsional  force 
approximately  7 foot  pounds  applied  at  the  distal 
end  is  sufficient  and  necessary  to  cause  a spiral  frac- 
ture of  the  humerus  occurring  in  the  distal  third  of 
the  bone. 

Gregersen9  collected  four  cases,  two  in  soldiers 
throwing  hand  grenades  and  two  in  handball  players 
making  a violent  throw.  He  attempted  to  analyze 
the  mechanism  of  the  injury  and  concluded  that  at 
the  point  of  throw  when  external  rotation  changes 
to  internal  rotation  and  when  flexion  of  the  elbow 
changes  to  extension,  the  torsional  force  acting  on 
the  humerus  is  at  its  maximum  and  it  is  at  this  point 


Table  1.  — Halliday  and  Resnick  define  torsional 
force. 

F 

= 

Force 

F i 

= 

Force  torsional  without  grenade  (ft  lb) 

f2 

= 

Force  torsional  with  grenade  (ft  lb) 

M 

= 

Mass  (lb) 

M1 

= 

Mass  of  forearm  (lb) 

m2 

= 

Mass  of  grenade  (lb) 

V 

= 

Velocity  of  forearm  or  forearm  grenade  aggre- 
gate (ft/sec) 

A 

= 

Acceleration  of  forearm  or  forearm  grenade 
aggregate  (ft/sec) 

T 

= 

Time  of  application  of  force  (sec) 

ft2 

is  apparently  greater  than  FT-,.  Consequently,  a 
fracture  can  be  more  reasonably  expected  when 
a hand  grenande  mass  is  thrown. 

that  fracture  occurs.  Further  he  postulated  two  pre- 
disposing factors  to  this  injury:  first,  uncoordinated 
muscle  action  occurring  when  external  rotation  is 
not  completed  before  internal  rotation  starts,-  second, 
an  incorrect  throwing  technique  in  which  the  upper 
arm  is  too  violently  abducted  with  inadequate  flex- 
ion of  the  elbow.  He  stresses  that  to  achieve  a cor- 
rect throw,  there  must  be  simultaneous  movement 
of  the  trunk  and  lower  limbs  with  the  feet  correctly 
positioned  and  the  body  twisting.  In  the  over-arm 
throw  the  arm  moves  violently  forward  and  upward 
from  the  externally  rotated  position  in  adduction, 
with  extended  elbow  and  shoulder.  Then  the  elbow 
is  flexed  to  a maximum  of  90  degrees  halfway 
through  the  throw.  As  the  end  of  the  throw  is  reach- 
ed the  arm  has  passed  the  vertical  position,  the 
elbow  is  suddenly  extended,  and  there  is  at  the  same 
time  a sudden  internal  rotation  of  the  arm,  immed- 
iately after  which  the  missle  is  released.  He  stresses 
that  if  the  muscle  action  becomes  uncoordinated, 
internal  rotation  of  the  arm  may  start  before  exter- 
nal rotation  is  complete;  the  chance  of  fracture 
increased.  The  amount  of  torsional  stress  applied  to 
the  humeral  shaft  during  the  throw  depends  on  the 
missle  weight  (javelin  800  grams,  baseball  200 
grams,  and  hand  grenade  700  grams). 

Krishnamurthy10  reported  a 14-year-old  boy 
who  sustained  a spiral  fracture  of  the  humerus  with 
a butterfly  fragment  while  throwing  a snowball. 
McLearie11  reported  a 27-year-old  man  who  sus- 
tained a comminuted  spiral  fracture  which  occurred 
as  a cricket  hall  was  delivered.  Neither  patient  had 
radiological  evidence  of  pathology. 

All  fractures  in  the  publications  reviewed  occur- 
red in  a humerus  in  which  there  was  no  radiological 
evidence  of  disease.  Torsion  on  the  humeral  shaft 
appears  to  he  an  important  factor.  Uncoordinated 


muscular  activity  appears  to  increase  the  likelihood 
of  fracture.  Javelin  and  hand  grenade  throwing  are 
overhand  activities.  Peltokallio  and  associates6 
suggest  that  a sidearm  throw  increases  the  torsion  of 
the  humerus.  It  seems  probable  that  sidearm  pitch- 
ers would  be  at  greater  risk  than  overhand  pitchers. 

Fractures  of  the  humeral  shaft  from  muscular 
violence  is  a preventable  injury  if  proper  throwing 
technique  is  used.  Proper  overhand  throwing  techni- 
que prevents  excessive  torsion  on  the  humeral  shaft. 
Excessive  torsion  will  occur  when  internal  rotation 
of  the  humerus  starts  prior  to  allowing  maximum 
external  rotation  to  occur.  When  this  happens  the 
throw  is  not  coordinated.  Since  proper  warm-up 
times  and  pitching  frequencies  are  not  well  estab- 
lished, uncoordinated  throwing  should  be  watched 
for  as  a sign  of  a too  short  warm-up  period  or  fatigue 
of  the  pitcher. 
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BALANCED 

calcium  c: 

BLOi 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain, 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1,  Strauss  WE,  McIntyre  KM,  Paris!  AF,  et  ah  Safety  and  efficacy 
Of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-866,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect,  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005), 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem , 

(diltiazenn  HCI) 

AO  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl)-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  ott-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  ot  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  traction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  tbe  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation. There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Eflort-Assoclated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rasl 
asthenia  (1.2%),  AV  block  (11%)  In  addition,  the  followin 
were  reported  infrequently  (less  than  1 %)  with  the  order  of  j 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  I 
dia.  palpitations,  congestive  heart 
syncope 

Paresthesia,  nervousness,  somr, 
tremor,  insomnia,  hallucinations,  and; 
Constipation,  dyspepsia,  diarrhea,  \ 
mild  elevations  of  alkaline  phosphatas 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photose 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  epis 
vasospastic  angina  developed  periods  of  transient  asymt 
asystole  approximately  five  hours  after  receiving  a single 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reporte 
quently  in  patients  receiving  CARDIZEM:  erythema  multifori 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect! 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establish 

OVERDOSAGE  OR  EXAGGERATED  RESPONSE  I 

Overdosage  experience  with  oral  diltiazem  has  been  I 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tr 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exag 
response,  appropriate  supportive  measures  should  be  empl 
addition  to  gastric  lavage.  The  following  measures  may  be  con: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg), 
is  no  response  to  vagal  blockade,  adn 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixe 
degree  AV  block  should  be  treated  w 
diac  pacing. 

Administer  inotropic  agents  (isoprot  H 
dopamine,  or  dobutamine)  and  diuretic 
Vasopressors  (eg.  dopamine  or  levar 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severih 
clinical  situation  and  the  judgment  and  experience  of  the  t 
physician. 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LI 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethali 
seen  in  monkeys  at  360  mg/kg. The  toxic  dose  in  man  is  noil 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  asst- 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pa 
needs.  Starting  with  30  mg  four  times  daily,  before  meals 
bedtime,  dosage  should  be  increased  gradually  (given  in  t 
doses  three  or  four  times  daily)  at  one-  to  two-day  interval 
optimum  response  is  obtained.  Although  individual  patient 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  a 
ing  dosage  requirements  in  patients  with  impaired  renal  er  h 
function.  If  the  drug  must  be  used  in  such  patients,  titration  she 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  bul 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  i 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg : 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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SPECIAL  ARTICLE 


Florida  Physicians'  Insurance 
Reciprocal  rehabilitation  plan 
successful 


Frank  C.  Coleman,  M.D.,  and  David  L.  Rader 


On  January  3,  1985  Circuit  Judge  Charles  E. 
Miner  of  Tallahassee  released  the  Florida  Physicians' 
Insurance  Reciprocal  (FPIR)  from  receivership  at  the 
request  of  the  Florida  State  Insurance  Department. 
This  action  permits  the  company  to  resume  full-scale 
and  normal  operations  as  a licensed  insurance  carrier 
in  the  State. 

The  FPIR,  sponsored  by  the  Florida  Medical  As- 
sociation, has  completed  a rehabilitation  plan  or- 
dered by  the  Circuit  Court  in  late  October  that  pro- 
vided a positive  financial  position  and  experienced 
insurance  management  through  Physicians  Insur- 
ance Company  of  Ohio  (PICO). 

Commissioner  Gunter  stated:  "Because  of  the 
combined  efforts  of  the  Florida  Medical  Association, 
the  Insurance  Departments,  the  courts,  and  Physi- 
cians Insurance  Company  of  Ohio,  the  Reciprocal's 
new  management  team,  the  FPIR  is  back  on  solid 
financial  footing.  Now  more  than  ever,  you  need  op- 
tions when  it  comes  to  purchasing  medical  malprac- 
tice insurance,  and  I am  happy  to  report  that  the 
FPIR,  a self-sustaining  medical  malpractice  insur- 
ance company,  once  again  is  a viable  option." 


The  Authors 

FRANK  C.  COLEMAN,  M.D. 

DAVID  L.  RADER 

Dr.  Coleman  is  President  of  the  Florida  Medical 
Association  and  Chairman  of  the  Board  of  Directors 
of  FPIR,  Tampa  and  Mr.  Rader  is  President  of  Physi- 
cians Management  Corporation,  Jacksonville. 


Dr.  Coleman  stated:  "Truly  this  represents  a 
milestone  in  cooperation  among  members  of  the 
FMA,  representatives  of  the  insurance  industry,  gov- 
ernmental leaders,  and  the  medical  community 
throughout  the  State.  The  plan  for  rehabilitation  of 
the  FPIR  — which  culminated  in  this  announce- 
ment — has  brought  together  some  of  the  finest 
efforts  in  our  history.  Above  all,  this  venture  has 
prevented  the  loss  of  a major  source  of  medical  pro- 
fessional liability  insurance  for  Florida's  physicians." 

Members  of  the  new  Board  of  Directors  for  FPIR 
are:  Frank  C.  Coleman,  M.D.,  Tampa,  Chairman; 
Luis  M.  Perez,  M.D.,  Sanford,  Vice  Chairman;  Kay 
K.  Hanley,  M.D.,  Clearwater,  Secretary;  James  W. 
Bridges,  M.D.,  Miami;  Robert  E.  Windom,  M.D., 
Clearwater,-  Henry  M.  Yonge,  M.D.,  Pensacola; 
John  J.  Gaughan,  M.D.,  Cleveland;  Joseph  K. 
Gilmore,  Columbus;  David  L.  Rader,  Jacksonville. 


Frank  C.  Coleman,  M.D.,  (left),  Chairman  of  the  newly 
created  Advisory  Board  (Board  of  Directors)  of  the  Florida 
Physicians'  Insurance  Reciprocal  and  Bill  Gunter  (right), 
State  Treasurer  and  insurance  Commissioner,  visited 
recently  in  Tampa. 
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Mr.  David  L.  Rader  is  President  of  Physicians 
Management  Corporation,  a wholly  owned  subsid- 
iary of  PICO,  established  to  provide  direct  and  im- 
mediate control  of  operations  and  will  continue  in 
this  capacity  under  a long-term  management  con- 
tract wth  PICO.  Mr.  Rader  has  promised  that  full 
financial  information  will  be  issued  on  a regular 
basis.  He  further  stated:  "We  expect  to  announce 
soon,  plans  to  convert  the  FPIR  to  a stock  insurance 
company."  Rader  has  visited  with  a substantial 
number  of  county  medical  socieities  in  the  past  few 
months. 

The  comprehensive  plan  of  rehabilitation  was 
aided  by  capital  contributions  from  FPIR  subscrib- 
ers, by  restructuring  of  reinsurance  agreements,  by 
capital  infusion  from  various  defense  attorneys 
throughout  Florida  and  a capital  infusion  from 


PICO,  whose  proven  abilities  in  insurance  leader- 
ship are  based  upon  nearly  a decade  of  service  to 
physicians  in  five  states. 

Total  assets  are  now  $73  million  with  surplus  of 
$7.3  million  and  a current  annualized  premium  of 
nearly  $22  million  - and  growing  every  day. 

Dr.  Coleman  concluded  by  saying:  "With  this 
announcement,  the  door  has  been  opened  to  new 
avenues  of  progress.  The  FPIR  stands  ready  to  in- 
crease its  policyholder  base  and  to  build  upon  the 
FPIR's  new,  healthy  financial  posture.  With  recent 
developments,  it  now  is  possible  for  the  Reciprocal 
to  regain  its  position  as  a dominant  source  of  medi- 
cal professional  liability  coverage." 

• Dr.  Coleman,  FMA,  P.O.  Box  2411,  Jacksonville 
32203. 
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Prehistoric  syphilis  in  Florida 


M.  Yasar  iscan,  Ph.D.,  and  Patricia  Miller-Shaivitz,  B.A. 


Treponematoses,  including  venereal  syphilis, 
are  diseases  that  are  controversial  in  origin  and  dis- 
tribution. Three  theories  have  been  proposed  about 
the  origin  of  syphilis:  Columbian,  pre-Columbian, 
and  Unitarian.16  The  Columbian  theory  proposes 
that  syphilis  was  brought  to  the  Old  World  from  the 
New  World.  The  pre-Columbian  theory  states  that 
syphilis  was  present  in  the  Old  World  long  before 
the  return  journey  of  Christopher  Columbus.  The 
Unitarian  theory  claims  the  disease  agent  was  present 
on  all  continents,  i.e.,  that  the  treponemal  organism 
was  able  to  produce  various  pathologic  responses 
under  specific  socioenvironmental  conditions. 

There  is  evidence  of  syphilis  from  both  Old  and 
New  Worlds.  This  evidence  comes  primarily  from 
early  chroniclers  as  well  as  the  visual  arts.5  7 Indica- 
tions of  syphilis  in  the  New  World  were  first  noted  by 
Farquhaison  in  1875  in  Davenport,  Iowa.8  Williams 
claimed  four  skulls  as  syphilitic,  one  from  Pecos, 
New  Mexico,  two  from  Paracos,  Peru,  and  one  from 
Ohio.8 


The  Authors 

M.  YASAR  ISCAN,  Ph.D. 

PATRICIA  MILLER-SHAIVITZ,  B.A. 

Dr.  Iscan  is  Associate  Professor  of  Anthropology, 
and  Ms.  Miller-Shaivitz  is  a graduate  student  of  an- 
thropology at  Florida  Atlantic  University,  Boca 
Raton. 


In  1922  Hrdlicka  noted  the  possibility  of  syphil- 
itic hone  lesions  in  Florida  Indians.9  Brothwell  ana- 
lyzed eight  Florida  Indian  skeletons  with  possible 
syphilis  from  the  Hoor's  Island  site  although  he 
questioned  their  pre-Columbian  date.9  In  the  same 
study,  Brothwell  supported  the  presence  of  trepone- 
mal disease  in  a pre-Columbian  burial  mound  in  St. 
Petersburg,  Florida.9  The  presence  of  treponematosis 
in  Florida  was  also  reported  by  Bullen  in  a survey  of 
skeletal  collections  from  14  archaeological  sites.10 
An  adult  female  skeleton  dated  A.D.  850  from  Osprey, 
Florida  was  diagnosed  as  syphilitic. 10  Referring  to 
this  specimen  Hackett  stated,  that  it  "...had  changes 
rather  like  caries  sicca,"  and  that,  "there  is  no  doubt 
that  an  infection  was  present  in  these  bones  of  Bullen," 
hut  he  also  added  caution  in  accepting  this  specimen 
as  proof  of  the  presence  of  syphilis  in  Florida  before 
European  contact.11 

A survey  of  the  literature  indicates  that  there 
are  no  ancient  specimens  with  a definite  diagnosis  of 
venereal  syphilis  in  the  New  World  that  would  satisfy 
the  criteria  of  most  experts.5  911  If  an  archaeological 
specimen  has  the  typical  gummatous  destruction  of 
bone,  which  occurs  in  the  late  tertiary  stage,  then  a 
diagnosis  can  be  made  rather  easily.  Otherwise  the 
early  stages  of  tertiary  bone  lesions  are  nondiagnostic 
and  confusing  since  many  bone  lesions,  for  example, 
those  of  neoplastic  disease,  are  similar  in  appearance 
and  distribution.  The  purpose  of  this  paper  is  to 
describe  two  prehistoric  specimens  which  appear  to 
display  the  early  stages  of  tertiary  syphilis  which 
would  eventually  become  gummas. 

Materials  and  methods  • The  two  specimens,  Nos. 
N5-3  and  W3-C,  were  excavated  by  the  senior  author 
from  an  Indian  burial  site  in  the  summer  of  1980. 
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The  site  ( 8Pb  1 1 ) was  located  in  the  town  of  Highland 
Beach,  Florida  in  southern  Palm  Beach  County  along 
the  Atlantic  Ocean.  Approximately  150  skeletons 
were  recovered  and  analyzed.  Based  on  archaeologi- 
cal evidence  of  pottery  sherds  (Glades  Plain,  Belle 
Glade  Plain,  St.  Johns  Plain,  St.  Johns  Check  Stamp) 
bone  needles,  and  small  ornamental  objects  the  site 
was  dated  A.D.  600- 1200. 1213  All  the  remains  were 
secondary  burials,  which  were  found  in  a disarticu- 
lated and  commingled  condition.  According  to  Sears,14 
before  burying  a deceased  individual,  prehistoric 
Indians  of  South  Florida,  especially  of  the  Lake 
Okeechobee  region,  first  macerated  the  remains  and 
then  placed  them  on  a wooden  platform.  Such  a burial 
practice  might  have  also  been  carried  out  by  the  people 
of  the  prehistoric  Highland  Beach  region. 

Specimen  No.  N5-3  was  an  adult  cranium  lacking 
the  postcranial  bones  (Figs.  1-4).  This  skull  was  fairly 
well  preserved  and  was  reconstructed  by  us.  The 
maxilla  and  associated  teeth  were  incomplete.  Of  the 
mandibular  dentition,  six  teeth  were  in  situ,  three 
lost  after  death,  and  the  remaining  lost  antemortem. 
The  skull  was  light  tan  in  color  due  to  the  ground 
water  staining  and  there  was  moderate  mineralization. 
No.  N5-3  was  determined  to  be  a male  via  morphologi- 
cal features  including  moderate  sized  supraorbital 
ridges,  a slightly  sloped  frontal  bone,  moderately 
large  mastoid  processes  and  a bilateral  chin.  This 
individual  was  determined  to  be  about  30  years  old 
estimated  from  ectocranial  suture  closure  and  mod- 
erate dental  wear. 

No.  W3-C  was  a cranium  found  without  any 
postcranial  skeletal  material  (Fig.  6).  This  skull  was 
better  preserved.  Small  portions  of  the  left  and  right 
parietal  bones  were  missing.  The  maxilla  and  associ- 
ated teeth  were  intact  with  the  exception  of  a chipped 
right  first  molar  and  a missing  right  second  premolar. 
The  mandible  was  also  available  less  a left  third  molar. 
The  skull  was  light  tan  in  color  and  showed  moderate 
mineralization.  No.  W3-C  was  determined  to  be  a 
male  from  morphological  characteristics  including 
large  supraorbital  ridges,  sloped  frontal  bone,  large 
mastoid  processes  and  a bilateral  chin.  This  individ- 
ual was  judged  to  be  about  30  years  old  using  ecto- 
cranial suture  closure  and  dental  wear  criteria.  Both 
crania  were  evaluated  by  gross  inspection  com- 
parison with  positively  diagnosed  specimens  and 
radiography. 


Pathology  • Gross  inspection  of  specimen  No.  N5-3 
revealed  the  pathologic  conditions  of  severe  perio- 
dontal disease,  a benign  tumor  of  the  right  mastoid 
process,  infection  of  the  maxillary  sinuses  at  the 
base  of  the  nose,  and  lesions  of  the  cranial  vault. 
The  cranium  contained  12  lesions  distributed  as 
follows:  eight  on  the  frontal  bone,  one  on  the  left 
parietal  bone  and  three  on  the  right  parietal  bone  (Figs. 
3-4).  All  of  these  abnormalities  were  only  visible  on 
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the  outer  table  and  did  not  cross  suture  lines.  There 
was  some  pseudopathology  consisting  of  chewing  by 
rodents. 

Gross  inspection  of  specimen  No.  W3-C  revealed 
pathologic  conditions  of  a maxillary  abscess  at  the 
root  of  the  first  molar,  a left  mandibular  abscess 
around  the  alveolus  of  and  inferior  to  the  second 


Fig.  1 . — No.  N5-3,  frontal  view  showing  ectocranial  surface 
contains  8 lesions  ranging  from  superficial  cortical  bone 
loss  to  circular  deep  pits  with  the  diploe  exposed,  and  a 
right  mastoid  tumor. 


Fig.  2.  — No.  N5-3,  cranial  base  showing  narrowing  of  the 
sinus  and  thickening  of  the  walls. 


Fig.  3.  — l\lo.  N5-3,  right  frontolateral  view  showing  a deep 
cavity  with  irregular  border  and  diploe  exposed  approxi- 
mately 31  mm  above  superior  aspect  of  the  right  orbit. 


premolar  and  first  premolar,  and  severe  erosion  on 
the  body  and  ramus  on  the  left  side  of  the  mandible 
(Fig.  5).  The  vault  also  contained  several  lesions:  ten 
on  the  frontal  bone,  five  on  the  left  and  right  parietal 
bones  (Fig. 6).  All  of  these  abnormalities,  as  with  the 
first  specimen,  were  only  visible  on  the  outer  table 
and  did  not  cross  suture  lines.  This  specimen  also 
showed  some  gnawed  erosion  from  rodent  chewing. 

Radiographs  were  taken  of  both  specimens  follow- 
ing the  technique  described  by  Ortner  and  Putschar.15 
The  radiographs  of  both  individuals  displayed  erosion 
of  the  outer  table  with  some  thickening  of  the  cranial 
vault  which  is  indicative  of  an  inflammatory  pro- 
cess.16 Also,  there  were  neither  destructive  areas  nor 
sclerotic  patches  typical  of  late  tertiary  lues  (Figs. 
7-10). 


Fig.  5.  — No.  W3-C,  left  side  of  the  mandible  showing  an 
abscess  around  the  alveolar  process  of  the  first  and  second 
premolars  and  erosion  on  the  body  and  ramus. 


Fig.  4.  — No.  N5-3,  right  lateral  view  showing  five  lesions 
posterior  to  the  coronal  suture  displaying  cavitation  with 
the  diploe  exposed. 


Conclusion  • A definite  diagnosis  of  any  pathological 
entity  is  difficult  from  dried  bone  specimens  because 
of  incompleteness  of  the  skeleton,  lack  of  soft  tissues, 
environmental  factors  (soil  type,  animal  vectors),  and 
the  difficulties  of  separating  similar  lesions.  A sus- 
pected syphilitic  bone  must  be  differentiated  from, 
for  example,  tuberculosis  and  neoplastic  disease. 

The  diagnosis  of  tuberculosis  has  raised  many 
questions  among  paleopathologists.  Many  question- 
able specimens  have  been  continually  reexamined  for 
a more  definitive  diagnosis.  One  difficulty  is  the 
lack  of  well-preserved  subadult  specimens.  Also,  in 
the  judgment  of  many  experts,  such  as  Steinbock, 1 
tuberculosis  may  not  have  been  present  in  pre- 
Columbian  hunting  and  gathering  societies  in  the 
New  World.  The  early  osseous  lesions  of  tuberculosis 


Fig.  6.  — No.  W3-C,  right  parietal  view  showing  a moder- 
ately roughened  surface  with  a deep  cavity  approximately 
23  mm  posterior  to  the  coronal  suture. 
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Fig.  7.  — No.  N5-3,  posteroanterior  view  showing  ectocran- 
ial  erosion  with  thickening  of  the  vault. 


Fig.  10.  — No.  W3-C,  right  lateral  view  showing  ectocranial 
erosion  with  thickening  of  the  vault. 


Fig.  9.  — No.  W3-C,  posteroanterior  view  showing  ecto- 
cranial erosion  with  thickening  of  the  vault. 


resemble  those  of  syphilis.  Tuberculosis  does,  how- 
ever, differ  from  syphilis  in  two  important  ways. 
First,  the  lesions  affect  the  inner  table  before  the 
outer  table  and,  second,  the  lesions  cross  suture  lines. 
The  Highland  Beach  specimens  Nos.  N5-3  and  W3-C 
have  no  endocranial  lesions  and  the  lesions  do  not 
cross  suture  lines.  Therefore,  the  lesions  of  these  two 
individuals  would  not  be  indicative  of  tuberculosis. 

The  osseous  lesions  of  neoplastic  disease  also 
resemble  those  of  syphilis  and,  therefore,  must  be 
ruled  out.  Multiple  myeloma  is  a possible  diagnosis 
but  the  specimens  lacked  the  usual  criteria.  Multiple 
myeloma  usually  affects  individuals  of  an  older  age 
group.  Its  lesions,  as  pointed  out  by  Hackett,11  are 
first  evident  on  the  inner  table  and  the  lesions  cross 
suture  lines.  These  two  specimens  have  lesions  with 


Fig.  8.  — No.  N5-3,  right  lateral  view  showing  ectocranial 
erosion  with  thickening  of  the  vault. 
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only  ectocranial  involvement  and  do  not  cross  suture 
lines  so  they  fail  to  meet  the  criteria  for  a diagnosis 
of  neoplastic  disease. 

Two  other  pathologic  conditions,  Paget's  disease 
and  pyogenic  osteomyelitis,  may  be  proposed  to 
explain  the  lesions  observed  in  these  specimens. 
Paget's  disease  can  be  excluded  because  the  early 
lesions  (osteoporosis  circumscripta)  are  characterized 
by  marked  thinning  of  the  inner  and  outer  tables.15 
Advanced  Paget's  disease  exhibits  thickening  of  the 
calvarium  by  endocranial  and  ectocranial  new  bone 
formation  with  enchroachment  on  the  intracranial 
space.15  Pyogenic  osteomyelitis,  which  affects  the 
skull  rarely,  can  also  be  excluded  by  the  lack  of  the 
characteristic  sequestra  and  extension  of  an  empyema 
of  the  sinuses  into  adjacent  bones.115  Our 
specimens  did  not  possess  such  characteristics. 

Specimens  N5-3  and  W3-C  fit  within  Hackett's11 
model  of  the  caries  sicca  sequence  first  described  by 
Virchow  in  1858.  Although  the  specimens  are  not 
typical  because  they  lack  the  associated  advanced 
gummatous  lesions  of  tertiary  bone  syphilis,  we  feel 
that  by  identifying  the  early  lesions  of  syphilis  more 
information  can  be  added  to  the  status  of  the  origin 
or  origins  of  treponemal  disease  in  the  New  World. 

Despite  the  limitations  of  incomplete  skeletons 
and  of  having  only  two  cases,  we  believe  that  the 
specimens  are  suspected  syphilis  and  add  to  those 
previously  reported  in  the  literature  for  the  New 
World.  This  report  also  provides  insight  into  the 
difficulites  of  the  paleopathologic  diagnosis  of 
syphilis  in  dried  bone  specimens. 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  i 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  Count 
v \ 81 3 /447- 4- 8 06 ) any- 

\pL  time,  day  or  night. 

Brookwood 
Recovery  Center 

A health  care  service  of 
American  Medical  International 


. 


Vx 


rrm 


. . . your  clear  channel  to  the 
AMERICAN  MEDICAL  ASSOCIATION’S 
SPEAKERS  TRAINING,  HEALTH  REPORTING/ 
RADIO-TV  CONFERENCE 
in  San  Diego,  CA 
May  2-5, 1985 


Plan  to  attend  the  increasingly  popular  Speakers  Training,  Health  Reporting/Radio-TV  Conference 
. . . learn  to  speak  before  live  audiences . . . polish  your  on-air  skills  as  you  work  with  top  national 
communications  specialists ...  get  ready  for  the  opportunity  to  do  health  reporting  on  radio  and 
television . . . network  among  your  peers  in  the  media. 


Category  1 CME  Credit 

Courses  include:- 


Speakers  Bureau  Training,  an  introduction  to  podium  speaking  techniques.  Learn  the 
effectiveness  of  gestures,  phrasing  and  eye  contact. 

Scriptwriting,  make  your  medical  stories  conversational,  interesting  and  informative 
for  the  general  public. 

Videotape  Editing,  first  hand  experience  in  matching  scripts  to  videotape. 

Lights,  Camera,  Action,  television  studio  experiences  with  use  of  teleprompter, 
featuring  individualized  videotape  play  back  and  critiques  of  your  work. 

Tape  Critiques,  concentrated,  individualized  critique  sessions  of  your  on-air  work. 

Radio  and  television  production 

For  more  information  call  collect  (312)  645-4421 


PROGRAM  SCHEDULE: 

Thursday,  May  2 

Welcome  Reception  6:30-7:30pm 

Friday  & Saturday,  May  3 & 4 

Workshops  and  lunch  8am-6pm 

Sunday,  May  5 

Workshops  9am-noon 


Enjoy  the  award-winning,  full-service  resort  hotel  on  San 
Diego  Bay . . . The  Sheraton  Harbor  Island  East  Hotel. 

Register  early.  Class  size  is  limited  and  enrollment  will  be  on 
first  come,  first  served  basis  as  we  receive  your  registration 
forms.  Registration  deadline  is  April  1 . 


American  Medical  Association 

SPEAKERS  TRAINING/HEALTH  REPORTING,  RADIO-TV  CONFERENCE 

Registration:  $295  AMA  members,  $41 0 non-rnembers,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 


Enclosed  please  find  my  check  for  $ 


payable  to  the 


American  Medical  Association,  535  N.  Dearborn,  Chicago,  Illinois  60610 
I will will  not  attend  the  reception  on  May  2, 1 985 

Name  (print) 

Address 


Hotel  reservation  cards  will  be  sent  to  you 
when  we  receive  your  registration  fee. 

Single  room  $90/night 

Double  room  $90/night 


City 


State 


Zip 


Phone  # { ) 

Are  you  currently  on  radio? 

If  so,  for  how  long? mos. 

Station  call  letters/city 


.TV? 


Please  make  reservations  by  April  1 , 1 985. 
Reservations  received  after  that  date  are 
subject  to  availability.  The  same  room  rate  is 
available  to  you  if  you  want  to  stay  some  extra 
days  before  or  after  the  conference  at  the 
Sheraton  Harbor  Island  East  Hotel. 


_yrs. 


UNIVERSITY  OF  MIAMI 
SCHOOL  OF  MEDICINE 
Department  of  Medicine 

"REVIEW  COURSE 
FOR 

CERTIFICATION  IN 
INTERNAL  MEDICINE" 

May  26-31,  1985 

Key  Biscayne  Hotel  & Villas 
Key  Biscayne,  Florida 

Directors: 

Jose  S.  Bodes,  M.D. 

J.  Maxwell  McKenzie,  M.D. 


A course  especially  designed  for 
physicians  who  are  preparing  for 
board  certification  or  recertifica- 
tion in  internal  Medicine. 

• State  of  the  Art  Lectures 

• Patient  Management  Problem 
Sessions 

• Self-assessment  Questionnaires 
Sessions 

• Printed  Materials 

• Pictorial  Sessions 

• Audivisual  Aids 

• Pictorial  Quizzes 

• 41.5  Hours  of  AMA  Category  l 
Credit 

Registration: 

$300  (before  March  30) 

$350  (after  March  30) 

For  registration  and  information  write  to: 
Jose  S.  Bodes,  M.D. 

Department  of  Medicine  (R760) 
University  of  Miami  School  of  Medicine 
P.0.  Box  016760,  Miami,  Florida  33101 
Phone:  (305)  547-6063 


Physicians’ 

Confidential 

Assistance 


Call  (305)  531-2185 


. . if  you,  ora  physician  you  know, 
have  an  alcohol  or  other  drug- 
related  problem. 


FMA  Committee  on  Impaired  Physicians 
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Dr.  Goetz  appointed 
Impaired  Physicians 
Medical  Director 

The  appointment  of  Roger  A.  Goetz,  M.D.,  as 
full-time  Medical  Director  of  the  Florida  Medical 
Association's  Impaired  Physicians  Program  was 
announced  by  FMA  Executive  Director  Donald  C. 
Jones. 

Dr.  Goetz,  50,  comes  to  Florida  from  Columbia, 
S.C.,  where  he  was  corporate  director  of  medical 
affairs  for  a large  corporation  which  operates  addic- 
tion treatment  programs  in  Georgia,  South  Carolina 
and  Illinois. 

In  the  Florida  post,  Dr.  Goetz  succeeds  Dolores 
A.  Morgan,  M.D.,  of  Miami,  who  had  held  the  posi- 
tion on  a part-time  and  acting  basis  since  1980.  Dr. 
Morgan  did  not  apply  for  the  permanent  position. 

"We  are  most  fortunate  in  being  able  to  attract  a 
professional  of  Dr.  Goetz's  caliber  and  background," 
Guy  T.  Selander,  M.D.,  Jacksonville,  Chairman  of 
FMA's  Committee  on  Impaired  Physicians,  observed. 
"We  have  made  substantial  progress  over  the  last 
4Yi  years  in  our  program  to  identify,  treat  and  rehab- 
ilitate physicians  with  addictive  diseases. 

"We  are  very  grateful  to  Dr.  Dolores  Morgan  for 
agreeing  to  take  on  this  job  in  addition  to  all  her 
other  jobs  back  in  1980.  Without  her,  we  would  be 
miles  short  of  where  we  are  today." 

Dr.  Goetz,  Dr.  Selander  said,  will  be  working  to 
refine  and  expand  the  program,  which  has  admitted, 
treated  and  in  most  cases  rehabilitated  about  200 
alcoholic  and  drug-addicted  health  professionals 
including  physicians,  osteopaths,  dentists,  pharma- 
cists, veterinarians  and  others. 

Fie  will  work  with  the  Florida  Board  of  Medical 
Examiners,  other  state  professional  groups  and  local 
impaired  physicians  commititees.  He  will  form 


intervention  teams,  develop  educational  programs 
and  standards  for  treatment  facility  accreditation, 
and  supervise  after  care  and  follow  up. 

Dr.  Goetz  is  a native  of  Milwaukee,  WI,  and 
received  his  medical  degree  from  Marquette  Uni- 
versity School  of  Medicine.  He  is  certified  by  the 
American  Board  of  Anesthesiology  and  is  a member 
of  numerous  medical  organizations,  including  the 
American  Academy  of  Addictionology,  of  which  is  is 
a director.  He  has  held  teaching  appointments  at  the 
Marquette  and  University  of  Illinois  schools  of 
medicine. 

In  South  Carolina,  he  was  chairman  of  the  treat- 
ment management  team  and  a member  of  the 
Impaired  Physicians  Committee  of  the  Medical 
Society  of  South  Carolina.  For  the  past  five  years  he 
has  been  active  in  intervention,  detoxification  and 
treatment  of  impaired  physicians. 

Dr.  Goetz  and  his  wife,  Mrs.  Kay  Orr-Goetz, 
have  appeared  on  numerous  national  and  local  radio 
and  television  programs  and  have  been  featured  in 
magazine  and  newspaper  articles.  They  will  reside 
temporarily  at  Fernandma  Beach,  and  he  will  main- 
tain his  office  in  Jacksonville. 

Seminole  County  Department  of 
Health  and  Human  Services 
dedicated 

The  new  Seminole  County  Department  of 
Health  and  Human  Services  was  officially  dedicated 
on  February  6.  This  new  30,000  square  foot  facility, 
funded  totally  by  the  County  through  a Health  Trust 
Fund  established  three  years  ago,  houses  the  County 
Health  Unit,  Veterans  Services  Offices  and  the 
County  Welfare  Office. 

The  Health  Department  in  Seminole  County  is 
a functional  facility  with  a clinical  laboratory  to 
support  clinical  services.  It  has  a new  Environmen- 
tal Health  laboratory  to  test  water,  food  and  air  for 
bacteriological  contamination  and  for  chemical 
composition.  The  new  facility  also  houses  a new 
pharmacy  and  three  dental  operatories. 

At  the  opening  of  the  facility,  Health  and  Reha- 
bilitative Services  District  VII  Administrator,  Paul 
Snead  and  three  County  Commissioners,  Sandra 
Glenn,  Fred  Streetman  and  Chairman  Robert  Sturm 
spoke  on  the  history  of  health  services  in  Seminole 
County  and  of  the  disarray  of  health  services  a few 
years  ago  which  led  to  a unique  partnership  between 
the  County  and  Health  and  Rehabilitative  Services 
in  the  provision  of  a coordinated  effort  in  delivery  of 
health  services  through  better  direction,  new  leader- 
ship and  a true  partnership  which  in  a sense  preceded 
the  Chapter  154  Legislation.  Jorge  Deju,  M.D.,  the 
Health  and  Human  Services  Director,  welcomed  the 
attendees  and  thanked  the  Health  and  Rehabilitative 
Vol.  72,  No  2/J  FLORIDA  M A./FEBRUARY  1985/117 


Services,  the  Health  Unit  staff,  the  community  ser- 
vice agencies,  the  hospital  and  medical  community 
and  our  volunteers. 

This  partnership  and  integration  of  a leadership 
role  between  the  County  and  State  has  resulted  in 
Seminole  County  in  a betterment  of  health  services, 
in  an  increase  in  such  services,  in  new  programs  and 
in  a significant  reduction  in  infant  mortality  and 
infectious  diseases. 

Dr.  Boyce  elected  Governor  of 
the  American  College  of 
Gastroenterology 

Dr.  H.  Worth  Boyce  Jr.,  a practicing  gastroenter- 
ologist in  Tampa,  was  elected  as  a Governor  of  the 
American  College  of  Gastroenterology  for  the  state 
of  Florida  at  the  College's  recent  Annual  Meeting  in 
Toronto,  Canada. 

The  American  College  of  Gastroenterology  is  a 
professional  association  of  practicing  clinical  gastro- 
enterologists, physicians  who  diagnose  and  treat 
diseases  of  the  digestive  system.  The  American 
College  of  Gastroenterology  exists  to  provide  its 
over  1,800  members  with  continuing  medical  edu- 
cation in  the  treatment  of  patients  with  digestive 
disease  problems,  as  well  as  publishing  information 
on  digestive  diseases  through  its  affiliation  with 
various  entities,  such  as  the  National  Digestive 
Disease  Education  Program. 

As  a Governor,  Dr.  Boyce  represents  College 
members  in  Florida  on  the  Board  of  Governors,  an 
administrative  body  of  the  College  composed  of 
Governors  throughout  the  United  States,  Canada, 
and  other  countries. 

USF's  gerontology  center  initiates 
seminar 

The  International  Exchange  Center  on  Geron- 
tology at  the  University  of  South  Florida  is  co- 
sponsoring a seminar  entitled  "Returning  from  the 
Sunbelt:  Myths  and  Realities  of  Migratory  Patterns 
Among  the  Elderly"  on  March  15  at  Columbia 
University. 

Initiated  by  the  gerontology  center  and  co- 
sponsored with  the  Brookdale  Institute  on  Aging  and 
Adult  Human  Development  at  Columbia,  the  pro- 
gram will  focus  on  a recent  report  conducted  by  Dr. 
Charles  P.  Longino  Jr.  about  the  reverse  trend  in  the 
migratory  patterns  of  the  elderly.  Longino,  Director 
of  the  Center  for  Social  Research  in  Aging  at  the 
University  of  Miami  and  a member  of  International 
Exchange  Center  on  Gerontology  advisory  board, 
will  present  his  research  and  lead  discussion  about 
the  economic,  housing,  environmental,  service  and 
family  support  implications  of  his  findings. 
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Dr.  Harold  Sheppard,  Director  of  the  Interna- 
tional Exchange  Center  on  Gerontology  at  USF,  will 
be  a featured  speaker  at  the  seminar.  Attendance  for 
this  program  is  limited  to  40  registrants.  For  more 
information,  please  contact  Sheppard  at  (904)  974- 
3468. 

"Alliance  for  Care"  conference  to 
be  held 

"Alliance  for  Care",  a conference  unique  in  its 
approach  to  planning  and  assessing  community-based 
services  for  frail  elderly,  will  be  held  March  5-8, 
1985  at  the  Hyatt  Regency  in  Miami.  Co-sponsored 
by  the  Miami  Jewish  Home  and  Hospital  for  the 
Aged  and  the  Area  Agency  on  Aging  of  Dade  and 
Monroe  Counties,  the  conference  is  unprecedented 
in  bringing  together  national  and  international 
leaders  in  human  services,  health  care,  gerontology 
and  government,  advocates  and  consumers.  For  fur- 
ther information  contact  Ms.  Randi  Freedman  at  the 
Miami  Jewish  Home  and  Hospital  for  the  Aged,  151 
Northeast  52nd  Street,  Miami,  33137,  (305) 

751-8626.  FMA  is  an  "agency  endorser"  of  this 
program. 

Dr.  Saltz  elected  to  fellowship  in  ACP 

Richard  K.  Saltz,  M.D.,  Boca  Raton,  has  been 
elected  to  Fellowship  in  the  American  College  of 
Physicians.  Sixteen  thousand  physicians  have  been 
so  honored  in  the  60,000-member  national  medical 
specialty  society.  Dr.  Saltz,  a gastroenterologist,  is 
one  of  300  who  have  been  elected  this  year.  Election 
to  Fellowship  in  the  College  signifies  that  a physi- 
cian has  been  recognized  by  his  colleagues  as  having 
attained  a level  of  medical  scholarship  and  achieve- 
ment in  internal  medicine. 

Dr.  Saltz  graduated  from  the  Georgetown  Uni- 
versity School  of  Medicine  in  1978.  He  is  currently 
on  the  staff  of  Holy  Cross  Hospital,  North  Ridge 
General  Hospital,  Humana  Hospital  Cypress,  and 
North  Beach  Community  Hospital. 


Dr.  Brown  honored  by  the  Medical 
Association  of  the  Bahamas 

William  T.  Brown,  M.D.  was  honored  by  the 
Medical  Association  of  the  Bahamas  at  their  Annual 
Medical  Conference  on  January  19,  1985.  A plaque 
was  presented  to  him  by  Sir  Gerald  Cash,  Governor 
General  of  the  Bahamas  on  the  behalf  of  the  Medical 
Association  and  Percival  McNeil,  M.D.,  President  of 
the  Medical  Association,  for  twenty-three  years  of 
service  to  the  people  of  the  Bahamas. 


Dr.  Earle  Farrington,  Fellow  of  the  Royal  College 
of  Surgeons  and  Chief  of  the  Department  of  Surgery 
at  the  Princess  Margaret  Hospital  in  Nassau,  gave 
the  oration  on  behalf  of  Dr.  Brown. 


DEAN’S  MESSAGE 


The  humanities  in  medical 
education 

There  is  great  concern  from  both  outside  as  well 
as  from  within  the  medical  profession  and  from 
educators  and  practicing  physicians,  with  regard  to 
the  educational  process  leading  to  the  M.D.  degree. 
The  recent  report  of  the  Panel  on  the  General  Pro- 
fessional Education  of  the  Physician  and  College 
Preparation  for  Medicine  is  symptomatic  of  this 
continuing  concern.  The  prevailing  view  is  that 
undergraduate  curricular  choices  are  driven  by  such 
fierce  competition  for  a maximum  grade  point  aver- 
age in  the  sciences  that  no  room  remains  for  the 
humanities.  The  medical  school  curriculum  in  turn 
leaves  little  room  for  maintenance  let  alone  en- 
hancement of  an  interest  in  the  humanities.  The 
result  is  the  graduation  of  scientifically  sound  but 
culturally  bereft  doctors. 

The  goal  seems  to  be  to  include  a classical  edu- 
cation, meaning  in  this  case  an  education  in  the 
classics  in  the  background  of  the  physician.  This 
should  result  in  a more  articulate  physician  and,  it  is 
hoped,  a more  humanistic  one.  However,  this  is  not 
in  the  near  term  a very  realistic  or  achievable  goal. 
Its  implementation  depends  on  the  undergraduate 
education  system.  Medical  students  represent  only  a 
small  fraction  of  the  undergraduate  output.  A change 
in  the  curricular  choices  by  premedical  students  is 
another  unrealistic  expectation.  It  seems  unlikely 
that  a reduction  in  the  courses  required  for  admis- 
sion to  medical  school  (ten  or  twelve  credits  at 
most)  will  occasion  any  greater  drift  towards  the 
humanities  than  the  120  credit  hours  now  required 
to  graduate.  Short  of  requiring  a minor  in  humani- 
ties for  admission  to  medical  school,  it  seems  likely 
that  the  best  cause  will  be  to  support  long  term  revi- 
sion in  order  to  emphasize  humanities  as  an  essen- 
tial component  of  college  preparation  of  medicine. 
The  results  are  likely  to  emerge  from  the  pipeline 
with  a substantial,  probably  eight  year,  delay. 

In  the  meantime,  there  are  steps  that  can  be 
taken  to  foster  education  in  humanities  after  the 
student  is  admitted  to  medical  school.  Not  all  stu- 
dents arrive  in  medical  school  as  scientific  idiot 
savants.  Many  do  bring  a devotion  to  one  or  more  of 
the  humanities.  They  need  an  extracurricular  oppor- 
tunity within  the  school  to  foster  and  maintain  their 


interest  in  art,  drama,  history,  music  and  literature. 
For  those  students  without  an  established  back- 
ground in  any  of  the  humanities,  any  attempt  within 
the  medical  curriculum  to  make  up  the  missed 
undergraduate  opportunity  would  be  ill  timed  and 
probably  futile,  but  the  time  is  right  to  offer  gener- 
ous helpings  of  medical  humanities,  the  history  of 
medicine,  medical  artists  and  medical  art,  physi- 
cians as  authors  and  poets,  and  human  values  in 
medical  practice.  This  is,  after  all,  the  stuff  of  which 
our  profession  is  made.  Without  question,  it  de- 
serves a place  in  the  curriculum.  If  the  goal  is  to  pro- 
duce a physician  educated  in  scientific  medicine  and 
perceptive  of  human  values  as  well,  then  we  can  do 
no  less. 

Unspoken,  as  far  as  I am  aware,  is  a role  for 
medical  humanities  in  the  continuing  education  of 
the  graduate  physician  for  whom  growth  in  the  per- 
ception of  human  values  is  as  essential  as  remaining 
abreast  of  developments  in  scientific  medicine. 
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WORTH  REPEATING 


Medical  care  in  a changing 
economic  environment 

Change  seems  to  be  a constant  in  medical  care. 
The  frequent  revisions  of  standard  textbooks  attest 
to  the  speed  at  which  new  knowledge  about  physio- 
logical processes,  diagnostic  techniques,  and  treat- 
ment is  accumulating.  Practitioners  flock  to  pro- 
grams in  continuing  medical  education  in  an  attempt 
to  keep  up  with  the  state  of  the  art.  Yet,  human 
physiology  remains  the  same;  the  rapidity  of  change 
derives  from  our  increasing  knowledge  about  physi- 
ology and  how  better  to  diagnose  and  treat  medical 
problems.  The  situation  is  actually  more  complex  if 
one  views  the  medical  care  system  as  a patient.  Not 
only  are  health  services  researchers  only  beginning 
to  understand  how  our  system  works,  but  the  system 
itself  is  constantly  changing. 

To  place  things  in  perspective,  I shall  first 
briefly  review  the  changes  that  have  taken  place  in 
the  last  four  decades,  a period  about  equal  to  the 
time  between  medical  school  graduation  and  retire- 
ment. Then  I shall  present  a stylized  picture  of  the 
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good  old  days  — an  era  that  I suggest  is  drawing  to  a 
close.  Then  I shall  outline  my  expectations  concern- 
ing changes  likely  to  occur  in  the  short,  intermedi- 
ate, and  long  run.  Finally,  I shall  explore  some  of  the 
implications  of  these  changes. 

Looking  backward  • One  way  to  visualize  the 
changes  that  have  taken  place  is  to  consider  them 
from  the  perspective  of  a physician  now  approaching 
retirement  at  age  sixty-five.  When  World  War  II  was 
just  coming  to  a close,  a newly  graduated  physician 
faced  a promising  medical  environment  and  an 
uncertain  economic  future.  Antibiotics  were  just 
becoming  available,  and  new  surgical  techniques 
had  been  developed  during  the  war.  The  Great 
Depression  was  still  a vivid  childhood  memory, 
however,  in  which  physicians  were  often  presented 
with  patients  who  had  no  way  of  paying  for  their 
treatment.  Demobilization  meant  that  thousands  of 
experienced  physicians  were  leaving  the  military  to 
return  home  and  begin  competing  with  young  grad- 
uates for  patients.  Specialty  training  was  an  option 
that  required  careful  consideration  — only  a small 
fraction  of  new  physicians  in  the  1940s  went  into 
specialty  practice.1 

Even  in  the  1940s  the  medical  care  environment 
was  beginning  to  change.  Voluntary  health  insur- 
ance coverage  for  physician  and  hospital  services 
was  introduced  during  the  Depression  in  some 
areas.  While  initially  opposed  by  the  American 
Medical  Association,  Blue  Cross  and  Blue  Shield 
plans  grew  and  offered  the  promise  that  patient's 
bills  would  be  paid,  especially  for  expensive  inpa- 
tient care.  More  ominous,  however,  were  proposals 
by  President  Truman  for  some  form  of  national 
health  insurance.  Physicians'  memories  of  medical 
care  regimentation  while  in  the  military,  coupled 
with  a massive  lobbying  effort  by  the  AMA  in  1948, 
killed  all  prospects  for  a national  program  for  at  least 
a decade.2 

The  1950s  was  a relatively  quiet  and  prosperous 
period  for  the  medical  care  system.  The  Hill -Burton 
program  channeled  federal  money  into  hospital  con- 
struction. Major  new  drugs,  including  polio  vaccine 
in  the  mid-1950s,  became  available  and  enhanced 
the  profession's  image  and  the  public  hope  that 
cures  to  other  major  killing  and  crippling  diseases 
would  soon  be  found.  The  wide  availability  of 
antibiotics  precipitated  a sharp  reduction  in  deaths 
due  to  pneumonia  and  infectious  disease.3  Federal 
tax  laws  dating  back  to  the  mid-1940s  exempted 
employer  contributions  for  health  insurance;  so  it 
became  a popular  fringe  benefit,  and  the  proportion 
of  the  population  with  coverage  grew  from  25 
percent  in  1945  to  69  percent  in  I960.4  Commercial 
life  and  disability  insurance  companies  expanded 
their  share  of  the  health  insurance  market, 
especially  among  employee  groups,  by  offering 
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experience-rated  policies  with  low  premiums  to 
companies  with  young,  healthy  enrollees.  The  Blue 
Cross  and  Blue  Shield  plans  typically  offered 
community-related  policies,  open  to  all,  and  thus 
ended  up  with  an  increasing  proportion  of  the 
elderly.  By  the  mid-1950s,  the  Blues  began  to  exper- 
ience-rate in  order  to  compete.5 

In  the  1960s  a Democratic  administration  and 
Congress  reintroduced  the  idea  of  federal  funding  for 
medical  care.  As  before,  it  met  stiff  opposition  from 
the  medical  establishment  amid  fears  of  a bureau- 
cratic takeover.  This  time,  however,  the  Blue  Cross 
and  Blue  Shield  plans  were  eager  for  federal  assump- 
tion of  responsibility  for  the  elderly,  and  hospitals 
were  ready  for  a program  to  reduce  their  mounting 
bad-deht  problem.  The  passage  of  Medicare  and 
Medicaid  in  1965  was  perceived  by  some  physicians 
as  heralding  the  end  of  "private  practice."  In  the 
short  run,  they  were  wrong;  it  was  the  beginning  of  a 
Golden  Age.  In  the  long  run,  changes  were  set  in 
motion  that  continue  to  influence  the  structure  of 
the  medical  care  environment.  Both  Medicare  and 
Medicaid  paid  physicians  on  a fee-for-service  basis, 
often  using  established  third-party  insurers,  such  as 
Blue  Cross,  as  intermediaries.  Hospitals  initially 
were  paid  on  a cost-plus  basis.  The  purpose  of  the 
federal  legislation  was  to  improve  access  to  medical 
care  for  the  elderly  and  the  poor,  and  in  this  respect 
the  programs  were  successful.  Utilization  of 
services  by  the  targeted  groups  increased  substan- 
tially, although  some  remained  underserved.6  With 
the  expansion  of  coverage,  there  was  serious  concern 
that  demand  would  outstrip  supply,  and,  to  deal 
with  the  perceived  doctor  shortage,  medical  schools 
were  subsidized  to  expand  enrollment. 

During  the  decade  of  the  1970s  rising  medical 
care  expenditures  became  an  increasing  topic  of  dis- 
cussion and  concern  in  policy  circles.  Professional 
Standards  Review  Organizations  (PSROs)  were  es- 
tablished with  the  dual  purpose  of  assuring  high 
quality  care  for  hospitalized  Medicare  and  Medicaid 
patients  as  well  as  reviewing  cases  to  reduce  unnec- 
essary treatment  and  hospitalization.  States  found 
their  portion  of  Medicaid  expenditures  growing 
much  more  rapidly  than  could  be  supported  within 
their  budgets,  so  physician  fees  were  frozen  or  cut, 
eligibility  was  tightened,  and  benefits  were  reduced. 
Hospital  and  medical  school  expansion  continued, 
but  with  decreasing  reliance  on  direct  subsidy  and 
increasing  reliance  on  revenues  generated  through 
patient  care  and  borrowing.  Health  planning  agen- 
cies attempted  to  reduce  costs  by  restricting  hospital 
expansion,  especially  for  specific  services  — such  as 
open -heart  surgery  and  computerized  axial  tomo- 
graphy units.  Physicians  responded  to  new  restric- 
tions in  a variety  of  ways,  including  some  attempts 
to  "work  the  system"  by  billing  for  services  with 
higher  reimbursement  levels  than  those  actually 


rendered.  Many  stopped  accepting  new  Medicaid 
patients,  claiming  that  reimbursement  did  not  cover 
the  cost  of  care. 

In  the  early  1980s  further  changes  were  made  in 
an  effort  to  constrain  medical  care  expenditures, 
which  reached  levels  exceeding  10  percent  of  the 
Gross  National  Product  in  1982. 7 The  Omnibus 
Reconciliation  Act  of  1981  allowed  Medicaid  pro- 
grams to  restrict  freedom  of  choice,  limiting  bene- 
ficiaries to  selected  hospitals  and  provider  systems. 
The  1982  Tax  Equity  and  Fiscal  Responsibility  Act 
instituted  target  payments  to  hospitals  for  Medicare 
patients.  An  especially  controversial  Medicare  regu- 
lation, instituting  prospective  payment  for  hospitals 
based  on  Diagnosis-Related  Groups  (DRGs),  was 
introduced  in  1983. 

The  medical  care  system  today  • A stylized  view  of 
the  medical  care  system  in  the  early  1980s  will  pro- 
vide a basis  for  comparisons  with  projections  of  the 
future.  While  this  stylized  picture  omits  certain 
exceptions  and  details,  it  is  designed  to  represent  the 
key  features  of  the  current  system.  Most  consumers 
are  enrolled  in  some  form  of  health  insurance  plan 
through  their  place  of  employment.  Most  employers 
offer  a single  plan  and  pay  a substantial  portion  of 
the  premium.  The  typical  plan  requires  some  copay- 
ments by  the  patient,  but  these  are  typically  fairly 
small.  Hospital  coverage  is  more  comprehensive 
than  that  offered  for  ambulatory  care.  Professional 
fees  are  typically  paid  up  to  a usual,  customary,  and 
reasonable  (UCR)  scale.  Medicare  for  the  elderly  and 
Medicaid  follow  similar  patterns  but  with  somewhat 
lower  fee  levels.  While  there  are  sometimes  con- 
straints on  fee  levels  or  allowable  hospital  charges, 
and  perhaps  some  utilization  review  by  the  insur- 
ance carrier,  there  is  little  constraint  on  the  number 
and  mix  of  services  rendered  to  the  patient.  From 
the  perspective  of  the  provider  — either  the  hospital 
or  physician  — it  is  appropriately  called  a reimburse- 
ment system.  That  is,  the  more  one  does,  the  more 
one  gets  paid,  in  spite  of  the  fact  that  the  rate  of  pay- 
ment may  vary.  Thus,  if  a laboratory  test  might  pro- 
vide some  data  — do  it;  if  a treatment  might  help  — 
offer  it.  With  this  philosophy  the  implicit  rule  of 
thumb  is  — if  the  clinical  benefits  seem  to  outweigh 
the  side  effects  — do  it,  because  cost  to  the  patient 
with  insurance  is  minimal  and  cost  to  society  is 
irrelevant. 

In  addition  to  this  general  environment,  which 
encourages  more,  rather  than  less,  there  are  built-in 
biases  in  the  payment  system  that  artifically  affect 
specialization  patterns.  For  a variety  of  reasons, 
some  types  of  medical  interventions  — especially 
those  involving  surgical  procedures  and  new  tech- 
nololgy  — yield  higher  fees  per  hour  than  one-on- 
one  patient  contact  does.  Thus  income  levels  vary 
substantially  among  specialists.  Even  the  American 


Medical  Association  has  authorized  a study  of  the 
implications  of  unequal  payment  for  different  types 
of  medical  interventions.8 

Looking  ahead  • Recent  changes  in  Medicare  pay- 
ment to  hospitals  indicate  an  end  to  the  era  of  reim- 
bursement and  the  beginning  of  a prospective  pay- 
ment system  predicated  on  DRGs.  Hospitals  will 
receive  a fixed  number  of  dollars  for  each  patient 
admitted  with  a specific  diagnosis.  This  reimburse- 
ment may  be  more  or  less  than  it  costs  that  particu- 
lar hospital  to  provide  indicated  care  — if  more,  the 
money  is  available  for  other  purposes,  if  less,  the 
difference  must  be  made  up  in  other  ways.  Clearly,  a 
new  set  of  incentives  will  emerge.  In  the  short  run, 
providers  may  manipulate  medical  records  to  reduce 
losses,  but  in  the  long  run  they  may  be  strongly 
induced  to  become  more  efficient  treatment  pro- 
viders.9 A source  of  imbalance  in  the  system  is  that 
physicians  are  still  paid  on  a fee-for-service  basis, 
bringing  them  into  conflict  with  the  hospitals. 
Whereas  new  residents  have  in  the  past  been  encour- 
aged to  do  comprehensive  workups  on  every  patient, 
they  may  in  the  future  get  mixed  messages  from 
hospital  directors  and  attending  physicians,  with 
the  former  asking  for  reduced  use  of  laboratory  tests. 

The  health  care  system  will  continue  to  change 
in  reaction  to  the  pressures  exerted  by  the  policies 
already  in  effect.  Some  of  the  changes  will  likely 
occur  in  the  very  near  future;  others  are  intermedi- 
ate run  changes  within  the  next  three  to  five  years; 
and  yet  others  are  likely  to  occur  in  the  long  run,  or 
in  about  ten  years. 

In  the  short  run,  DRG  payments  to  hospitals 
will  be  modified  and  tightened  as  problems  with  the 
system  are  identified.  The  notion  of  payment  per 
case  — probably  on  a DRG  basis  — will  gradually  be 
adopted  by  other,  non-Medicare  payors.  The  con- 
flicts between  hospitals  and  physicians  will  increase 
as  hospitals  attempt  to  reduce  costs,  largely  through 
staff  cuts  and  attempts  to  reduce  the  use  of  ancillary 
services.  Physician  fees  for  Medicare  and  Medicaid 
may  also  be  frozen.  Physicians  will  probably  react 
by  shifting  more  patients  to  outpatient  settings, 
which  are  the  last  bastion  of  unregulated  service 
delivery  and  reimbursement.  This  move  will  further 
reduce  hospital  occupancy  levels  and  accelerate 
pressures  for  cost  reduction  in  the  inpatient  setting. 
Some  economies  of  scale  may  be  achieved  if  high 
volumes  of  patients  are  concentrated  in  certain 
institutions. 

In  the  intermediate  run,  physician  fees  for  inpa- 
tient care  will  be  incorporated  within  DRGs,  making 
incentives  for  physicians  and  hospitals  more  consis- 
tent. If  physicians  develop  ways  of  treating  patients 
less  expensively,  they  can  share  the  savings  with  the 
hospital,  opening  a new  arena  for  creative  thinking 
and  negotiation  as  physicians  and  hospitals  decide 
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how  to  split  a given  amount  of  reimbursement. 
Services  and  facilities  are  likely  to  become  more 
regionalized,  especially  for  the  most  expensive 
services.  Hospitals  that  can  develop  high-volume 
programs  will  achieve  economies  of  scale  and  better 
outcomes,  thus  wooing  physicians,  while  hospitals 
with  low  volumes  will  have  to  close  units.  Requests 
by  physicians  for  new  equipment  and  services  will 
be  viewed  by  the  hospitals  as  potential  joint  ven- 
tures, reducing  duplication  and  encouraging  the 
arrangement  of  consortia  among  hospitals  and 
physicians. 

As  insurers  attempt  to  identify  cost-effective 
providers,  they  will  look  beyond  the  cost  per  unit  of 
service,  such  as  the  charge  for  an  office  visit,  to  cost 
per  episode  of  care.  Insurers  will  develop  practice 
profiles  for  primary  care  physicians  to  identify  those 
who  care  for  their  patients  at  relatively  low  total 
cost.  Incentives  will  be  offered  to  reward  low-cost 
physicians  and  hospitals  by  channeling  more  patients 
to  them.  Currently  established  Preferred  Provider 
Organizations  will  undergo  further  changes  and  in- 
crease their  sophistication  in  developing  practice 
profiles,  referral  systems,  and  utilization  controls.10 

In  the  longer  run,  there  will  be  continued  inte- 
gration of  delivery  systems,  with  more  focus  on  cost 
per  enrollee  per  year,  as  in  Health  Maintenance 
Organizations  (HMOs)  at  the  present  time.  More 
attention  will  be  paid  to  practice  styles  to  determine 
the  most  efficient  patterns.  The  trends  to  develop 
"humane  care  systems,"  such  as  hospice,  will  con- 
tinue to  reduce  the  expense  of  care  in  the  last  year  of 
life.  There  will  be  substantial  patient  involvement 
in  personal  health  care,  with  increased  focus  on  non- 
medical interventions  and  less  emphasis  on  technol- 
ogy. Patients  will  have  more  options  to  self-select 
supportive  treatments.  The  present  holistic  health 
movement,  with  its  emphasis  on  wellness  and  pre- 
vention, will  continue,  with  more  encouragement 
from  medical  practitioners,  if  only  because  It  can 
attract  people  inclined  to  use  less  expensive  forms  of 
treatment.  Health  promotion  through  public  educa- 
tion and  personal  incentives  will  become  the  norm, 
with  technology  developing  to  encourage  and  enforce 
desired  behavior.  Examples  are  lower  insurance 
rates  for  drivers  who  install  "drunk-driving  locks" 
on  autos  and  lower  rates  for  nonsmokers. 

An  important  result  of  these  changes  will  be 
a markedly  reduced  demand  for  medical  care  re- 
sources. Hospitals  will  close  or  be  converted  to 
other  uses,  such  as  nursing  homes.  Physicians  will 
find  themselves  in  less  demand  at  the  same  time 
that  supply  is  increasing  rapidly.  Some  will  leave 
the  profession;  others  will  be  satisfied  with  lower 
incomes  and  more  leisure. 

Implications  • If  even  half  these  changes  come  to 
pass,  the  practice  of  medicine  will  have  changed 


substantially,  but,  as  I indicated  earlier,  the  changes 
in  the  last  forty  years  have  already  been  immense. 
If  we  look  to  the  future,  rather  than  the  past,  we 
may  see  in  the  upcoming  changes  equally  exciting 
challenges. 

The  era  of  rapidly  rising  incomes  for  all  physi- 
cians is  over.  Some  physicians  will  be  able  to  suc- 
ceed, but  others  will  not.  Physicians  will  need  to 
consider  lower-cost  treatment  options,  and  they 
will  receive  greater  rewards  for  creative  thinking 
than  for  using  technology.  Specialists  may  become 
very  efficient,  but  their  patient  flow  will  be  con- 
trolled by  others,  and  many  specialists  will  find 
their  skills  unneeded.  Primary  care  physicians  will 
have  a wider  range  of  options  and  a greater  ability  to 
control  their  environment,  but  they,  too,  will  find  it 
difficult  to  retain  their  customary  independence. 
While  the  future  will  definitely  differ  from  the  past, 
it  will  present  both  advantages  and  disadvantages  for 
patients,  physicians,  and  society.  Furthermore,  the 
changes  currently  in  progress  are  pressures  to  move 
in  certain  directions,  but  the  specifics  are  not 
preordained.  Unlike  naturual  processes,  the  social 
system  is  malleable,  and  creative  approaches  have  a 
good  chance  of  succeeding  in  an  era  of  rapid  change. 
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CORRESPONDENCE 


Dear  Editor:  Recently  when  I was  in  Honolulu  for 
the  House  of  Delegates  meeting  in  early  December,  I 
had  the  privilege  of  sitting  in  on  the  early  meetings 
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of  the  Florida  Delegation.  It  has  been  40  years  since 
my  graduation  from  the  University  of  Michigan 
Medical  School,  and  the  majority  of  those  years  I 
have  been  a member  of  the  American  Medical  Asso- 
ciation. For  the  past  twenty  two  years  I have  been  a 
member  of  the  Florida  Medical  Association.  I believe 
that  I represent  the  average  American  doctor  who 
has  basically  felt  that  being  a member  of  the  county, 
state  or  national  medical  associations  was  some- 
thing beyond  that  which  he  had  been  called  to  do  as 
a physician.  I have  heard  it  said  that  good  doctors  are 
involved  in  the  care  of  their  patients  and  they  do  not 
have  time  to  be  involved  in  medical  politics.  It  may 
very  well  be  that  I have  made  that  statement  myself. 

Not  long  ago,  I read  that  people  deserve  the  kind 
of  government  which  they  have.  This  had  to  do  with 
national  governments.  However,  the  same  thing  is 
true  of  Medicine.  It  might  be  said  that  the  kinds  of 
changes  which  have  occurred  in  Medicine  during 
the  past  forty  years  have  been  a result  of  that  which 
we  have  brought  upon  ourselves. 

Thus  it  came  as  a rather  resounding  shock  to  me 
to  find  that  there  was  such  a high  degree  of  dedica- 
tion and  obvious  ardent  work  and  endeavor  displayed 
by  the  doctors  who  represent  Florida  at  the  House  of 
Delegates  meetings.  As  I looked  at  Frank  Coleman 
and  realized  that  he  had  spent  an  untold  number  of 
hours  and  a tremendous  amount  of  work  in  trying  to 
get  something  done  about  the  malpractice  problem 
that  we  doctors  in  Florida  are  facing,  I realized  that 
at  that  6 a.m.  meeting  he  was  there  involved  in  every 
aspect  of  those  activities  that  have  to  do  with  every 
Florida  physician.  In  looking  at  him,  I realized  what 
a toll  his  endeavors  for  us  had  taken  upon  him  in  fa- 
tigue and  in  what  could  be  called  the  "catabolism" 
of  effort  over  and  beyond  all  self  consideration.  Frank 
and  the  other  physicians  and  their  aides  were  pre- 
sent, were  there  early  every  morning  for  the  Florida 
Caucus  meetings  and  beyond  that,  were  involved  in 
numerous  other  meetings  and  activities,  including 
the  general  meetings  in  which  the  various  resolu- 
tions brought  before  the  Congress  were  either  ac- 
cepted or  rejected. 

On  the  final  morning  of  our  Florida  Caucus 
meetings  I made  mention  of  the  fact  that  I appreci- 
ated that  the  Florida  Delegation  had  been  supportive 
of  our  national  endeavor  to  try  to  get  the  Religion 
and  Medicine  Committee  reestablished  in  the  AMA. 
This  resolution  was  presented  to  the  meeting  by  the 
State  of  Georgia  delegation.  Beyond  this,  I stated 
that  I felt  that  the  doctors  of  Florida  should  be  aware 
of  the  tremendous  amount  of  effort  and  work  and 
dedication  which  I saw  demonstrated  there  in  Hono- 
lulu. I apologized  for  the  fact  that  I had  not  under- 
stood the  degree  of  effort  and  dedication  which  these 
men  and  women  had  so  obviously  demonstrated  in 
the  Honolulu  meetings.  This  is  not  only  true,  I said, 


of  the  Florida  Delegation,  but  of  every  other  dele- 
gation which  I had  the  privilege  of  meeting  and 
speaking  with. 

In  response  to  my  remarks,  Bob  Windom  sug- 
gested that  I write  this  letter  to  the  Editor  of  the 
Journal  of  the  Florida  Medical  Association.  Thus  the 
letter  is  written.  It  is  submitted  with  heartfelt  thanks 
for  my  friends,  the  Florida  Delegation  and  the  FMA 
and  AMA  in  general.  It  is  my  belief  (and  this  comes 
from  a grass  roots  doctor  of  forty  years  standing)  that 
it  is  about  time  that  all  American  physicians  get 
behind  the  AMA  100%  and  stop  taking  potshots  at 
our  organization  - which  are  usually  made  in  igno- 
rance or  in  prejudice  by  people  like  myself  who  have 
never  really  bothered  to  see  what  the  American 
Medical  Association  is  really  all  about. 

The  AMA  in  its  national  endeavors  needs  the 
support  of  every  American  doctor,  and  I believe  the 
time  has  come  for  us  to  begin  to  support  it.  Regarding 
our  efforts  to  get  the  Religion  and  Medicine  Com- 
mittee reestablished  in  the  AMA,  our  resolution  was 
not  defeated,  but  was  referred  back  to  the  Board  of 
Trustees.  It  is  our  hope  that  at  the  upcoming  meeting 
in  June  of  1985,  this  resolution  will  be  passed. 

Thank  you  Frank,  and  Bob  Windom  and  Charles 
Donegan  and  Vern  Astler,  and  all  of  you  members  of 
the  Florida  Delegation,  for  representing  me  and  the 
Florida  doctors,  who  like  me  in  times  past  have  never 
taken  the  time  to  say  "Thank  you  and  God  bless 
you." 

William  S.  Reed,  M.D. 

Tampa 


SCAM  OF  THE  MONTH 


Editor’s  Note:  The  “Scam  of  the  Month”  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 

"Grandpa  scam" 

The  so  called  "grandpa  scam"  involves  what 
appears  to  be  an  innocent  young  girl  and  her  suppos- 
edly terminally  ill  ("stomach  cancer")  grandfather, 
who  are  enroute  from  Alabama  (or  some  other  place) 
to  Oregon  (or  some  other  place)  so  that  grandpa  can 
be  with  kinfolks  when  he  "passes". 

The  old  man  willingly  shows  his  scarred  ab- 
domen and  explains  that  he  had  surgery  at  a V.A.  (or 
other  public)  hospital.  He  further  explains  that  he  is 
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in  excruciating  pain  and  that  he  is  allergic  to  certain 
pain  remedies.  The  conversation  usually  comes 
around  to  DILAUDID  or  DEMEROL  - which  the  old 
man  agrees  has  been  used  before  with  good  results. 

After  obtaining  the  prescription,  usually  an  in- 
ordinately large  amount  ("he’s  a long  way  from 
Oregon"),  the  couple  sells  the  drugs  to  local  street 
dealers,  usually  for  $15  to  $20  per  unit  dose.  The 
pair  are  reported  to  frequently  net  as  much  as  $5,000 
per  week.  They  normally  will  remain  in  one  com- 
munity for  two  weeks. 

A frequent  postcript  to  this  "scam"  is  where 
the  innocent  young  girl  returns  to  the  physician's  of- 
fice and  in  an  emotional  apologetic  state  reports  that 
"grandpa"  has  lost  his  prescription.  She  is  properly 
appreciative  when  the  understanding  physician  pro- 
vides a replacement. 

Caution  • Physicians  are  cautioned  to  be  alert  to 
patients  who:  are  unknown  to  them,  demonstrate 
behavior  associated  with  drug  abuse,  who  have  in- 
sufficient identification  or  who  otherwise  behave 
suspiciously.  A request  for  positive  identification 
and/or  a telephone  call  or  two  can  be  an  effective 
deterent. 


THE  APPROPRIATE  GIFT  FOR 
AN  INTERN  OR  RESIDENT 

Give  a year’s  subscription  to  the 

Journal  of  the  Florida 
Medical  Association 


CORRECTIONS 


"Hepatitis  B:  another  look  at 
prevaccination  screening" 


The  last  paragraph  on  page  935  of  the  December 
issue,  Vol.  71,  No.  22,  should  have  read:  "In  general 
medical  practice  abnormal  screening  tests  must  be 
evaluated,  thus,  patients  may  incur  costs  beyond 
the  original  screening  costs.  For  example,  it  is 
recommended  that  household  contacts  of  those  with 
acute  infection  need  to  be  given  HBIG  (hepatitis  B 
immune  globulin),  the  acutely  infected  patient  be 
followed  to  determine  the  outcome  of  the  infection, 
and  that  chronic  carriers,  susceptible  to  many  of  the 
complications  of  chronic  hepatitis,  be  followed 
regularly7." 


CUT  OUT  AND  MAIL  TO: 

FLORIDA  MEDICAL  ASSOCIATION 
Post  Office  Box  241 1 
Jacksonville,  Florida  32203 

Please  send  my  gift  subscription  to: 

Dr. 

Mr. 

Ms.  - Status:  

Street  — 

City  & State — 

Send  the  bill  for  $15.00  (add  .75  sales  tax  if  you  live  in  Florida 

Dr.  — — 

Street  — — 

City  & State  
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CLASSIFIED  ADVERTISING  ORDER  BLANK 


(PLEASE  PRINT  OR  TYPE) 

Name: 

Address:  

Phone: 


AD  COPY 


INSERTION  DATA 

Run  ad  for  the  month(s)  of:  

□ Check  here  for  box  number  ($1.00  additional) 

Place  Ad  Under:  (mark  one) 

□ Physicians  Wanted  □ Real  Estate  □ Equipment 

□ Situations  Wanted  □ Art  □ Services 

□ Practices  Available 

□ Enclosed  is  my  check  in  the  amount  of  $ (payable  to  the  FMA) 

□ Please  bill 

Signed  

CLOSING  DATE:  First  of  the  preceding  month. 

Detach  and  return  to  The  Journal  of  the  Florida  Medical  Association,  Inc.,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 

For  further  information,  including  rates  for  display  advertising,  call  Mrs.  Mary  N.  Fouraker,  (904)  356-1571. 


Classified  advertising  rates  are  $10.00  for  the  first  25  words  or  less  and  25  cents  for  each  additional  word. 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 

Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


lessly alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 

PMIs  help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 

(Please  print) 


Name 

Address 

City 

State/Zip 

Number 

of  pads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta-Blockers 

009  Cephalosporins — Oral 

032  Chloramphenicol — Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin — Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives— Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

043 

Antihistamines 

022 

Haloperidol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethacin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (tor  psoriasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyldopa 

045 

Pentazocine — Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 

011 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazidr 

007 

Oral  Antidiabetes  Medicines 

060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

04? 

Tricyclic  Antidepressants 

Oxyphenbutazone 

019  Phenytoin 

037  Quinidine/Procainamide 

020  Sulfonamides 
008  Tetracyclines 
002  Thiazide  Diuretics 
029  Thyroid  Replacement 
025  Valproic  Acid 


Total  number  of  pads  (5  pad  minimum, 

50  PMIs  per  pad) 

$ Per  pad 

5 Subtotal 

$ 

Residents  of  IL  and  NY  must 

add  appropriate  sale  tax  to  subtotal 
5 Total  payment  (check  enclosed) 


FMA 

AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 

A time  for  the  doctor 


Today  I spoke  with  a former  colleague,  a pro- 
fessor of  education  who  asked,  "Do  you  think  I 
should  have  liability  insurance?  There  is  much  talk, 
these  days,  about  the  possibility  of  students  suing 
professors  over  grades,  performance,  and  almost 
anything.  The  American  Association  of  University 
Professors  is  offering  a policy  for  faculty  members 
costing  fifty  dollars  a year."  "Fifty  dollars!"  I ex- 
claimed in  amazement  as  I recalled  when  liability 
insurance  for  physicians  was  more  reasonable. 
Today  the  medical  profession  is  painfully  aware  that 
liability  costs  are  escalating  to  new  heights.  It  is  a 
trying  time  for  doctors,  their  families,  and  the  public. 

Although  I could  offer  my  friend  empathy,  I 
could  not  deny  that  fifty  dollars  may  be  only  the  first 
year's  cost.  With  liability  expenses  completely 
changing  the  pattern  of  life  in  our  society  and  the 
way  physicians  practice  medicine,  everyone  is  af- 
fected. Liability  consciousness  is  permeating  all  seg- 
ments of  the  economy. 

As  we  pause  to  observe  Doctors'  Day  on  March 
30  these  sober  thoughts  may  cause  us  to  weep, 
mourn,  and  speak  out;  however  let  us  not  forget  to 
take  time  for  other  things.  Let  us  take  time  to  laugh, 
dance,  love,  and  make  peace  with  ourselves  and 
others.  On  this  day  dedicated  to  physicians,  let  us 
reflect  on  the  joys  of  the  profession,  the  tremendous 
progress  of  medicine,  and  the  exciting  challenges  of 
the  future. 

There  have  been  great  medical  discoveries  in  al- 
leviating pain  and  suffering,  preventing  illness,  pro- 
moting health,  and  extending  the  life  span.  One  of 
the  greatest  American  medical  discoveries  was  the 
first  use  of  ether  as  an  anesthetic  for  a surgical  opera- 
tion by  Crawford  W.  Long,  M.D. , of  Georgia,  March 
30,  1842.  As  a result  of  this  achievement  mankind 
was  provided  with  the  blessed  relief  from  pain. 

In  commemoration  of  this  historic  event,  the 
Southern  Medical  Association  Auxiliary  initiated 
the  annual  observance  of  Doctors'  Day  in  honor  of 


all  medical  doctors.  Each  year  on  March  30th  Florida 
Auxilians  take  time  to  join  with  others  thoughout 
the  sixteen  Southern  states  and  the  District  of  Co- 
lumbia to  recognize  the  significant  and  unselfish 
contributions  of  all  medical  doctors  to  the  health 
and  welfare  of  our  nation.  The  spicy  scent  of  the  red 
carnation  denoting  honorary  distinction  has  become 
the  symbol  of  this  day. 

Last  year  for  Doctors'  Day  the  Dade  County 
Medical  Auxiliary  sponsored  a gala  celebration  of 
"Symphony,  Champagne,  and  Castanets"  in  honor 
of  their  physicians.  A grand  total  to  the  tune  of 
$23,000.00  was  raised  to  benefit  child  abuse  preven- 
tion projects.  For  this  truly  great  humanitarian  ef- 
fort, the  Auxiliary  was  awarded  the  Feldner  Trophy 
at  the  annual  meeting  of  the  Southern  Medical  Asso- 
ciation, as  the  most  outstanding  Doctors'  Day 
observance  in  the  South. 

This  year  the  Blood  Donor  Drive  on  Doctors' 
Day  is  extending  to  a number  of  counties  through- 
out the  South  bringing  the  gift  of  life  to  our  citizens. 
The  goal  of  1,300  pints  in  one  day  is  the  challenge  of 
the  Pinellas  County  Auxiliary.  Donors  are  rewarded 
with  a T-shirt  announcing  "I  Shared  a Pint  With  My 
Doctor."  Other  auxiliaries  are  establishing  scholar- 
ships for  medical  students  and  allied  health  career 
students,  donating  books  to  libraries,  organizing 
organ  donor  drives,  sponsoring  symposiums  and 
workshops  on  health  related  topics,  conducting 
health  fairs,  planting  trees  and  landscaping  hospital 
and  nursing  home  grounds,  donating  auto  restraints 
for  infants all  in  honor  of  physicians. 

Let  us  take  time  for  the  doctor  this  March  30, 
Doctors'  Day;  let  us  take  time  to  say,  "Thank  you, 
Doctor." 


Isabella  Laude 
Babson  Park 
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Rx  FOR  FINE  DINING 

P.O.  Box  2411 
Jacksonville,  FL  32203 


—A  collection  of  over  700  gastronomical 
delights. 

—Eight  sections  from  appetizers  to  dessert 
including  many  outstanding  game,  seafood 
and  sauce  recipes. 

—Full  color  cover  with  original  pen 
and  ink  illustrations  dividing  the  sections. 

—Spiral  bound  and  indexed  with  menus, 
helpful  hints  and  potpourri. 

—Compiled  by  the  Florida  Medical 
Association  Auxiliary  for  the  benefit 
of  health  related  projects. 


Please  send  me copies  of  Rx  For  Fine  Dining  at  $10.00  per  copy  plus  $1.30  for  postage  and 

handling.  Florida  residents  add  $.50  sales  tax. 

Make  checks  payable  to  — COOKBOOK  PROJECT,  FMA-A 

P.O.  BOX  2411 
JACKSONVILLE,  FL  32203 

Name 

Address  

City,  State,  Zip  


J 


COOKBOOKS  MAKE  GREAT  GIFTS! 




FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
: lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 
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METHODOLOGY  OF 

INVESTIGATIVE  AND  CLINICAL  IMMUNOLOGY 

by  George  Kwapinski,  M.D.,  D.M.,  D.M.S.C. 
Director,  the  Allergy  Institute  Jupiter,  Florida 
Orig.  Ed.  1982  528  pp.  $42.50 

This  book  is  a treatise  on  the  principles  and  practice  of  modern  im- 
munological methodology.  Following  a classification  of  modern  im- 
munological methods,  their  principles,  technical  details,  applications  and 
limitations  are  critically  reviewed.  A careful  selection  of  methods  useful 
for  the  detection  and  evaluation  of  individual  and  groups  of  im- 
munological and  allergic  disorders  is  then  made  and  interpretation  of 
possible  results  is  given. 

Other  Titles  of  Interest 

• BEHAVIORAL  PROBLEMS  AND  THE  DISABLED 

by  Duane  S.  Bishop,  M.D. 

Orig.  Ed.  1980,  Reprint  1984  494  pp.  $27.50 

• PROFESSIONAL  ETHICS  AND  LAW  FOR  THE  HEALTH 
SCIENCES 

by  Edna  Hunter  and  Daniel  Hunter 

Orig.  Ed.  1984  248  pp.  $15.95 

• IMAGES  OF  ILLNESS 
by  Linda  L.  Viney 

Orig.  Ed.  1983  158  pp.  $9.50 


When  ordering,  please  add  $3.00  for  first  book  ($1.00  each  additional)  to  cover  shipping. 

KRIEGER  PUBLISHING  CO.,  INC. 

P.O.  Box  9542 
Melbourne,  FL  32902-9542 
X (305)  724-9542  \/ 
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Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


Meetings 

Accepted  by  the 
FMA  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


MARCH 

The  Cancer  Conference,  Mar. 
1-2,  Hilton  Hotel,  Daytona 
Beach.  For  information:  H. 
Kerman,  M.D.,  570  Memorial 
Circle,  Ormond  Beach,  (904) 
672-1852. 

Perplexing  Questions  for 
Pulmonary  Medicine,  March 
2,  Rusty  Pelican,  Tampa.  For 
info.:  David  Solomon,  M.D., 
13000  N.  30th  Street,  Tampa 
33612,  (813)  972-2000,  Ext. 
152. 

Internal  Medicine  1985,  Mar. 
3-8,  Sheraton  Bal  Harbour. 
For  information:  Jose  Bodes, 
M.D.,  Dept,  of  Medicine 
R-760,  P.O.  Box  016760, 
Miami  33101,  (305)  547-6063. 

Medical  Seminar  at  Sea,, 

March  3-11,  Caribbean 
Cruise.  For  information: 
Charles  E.  Osborne,  Ed.D., 
P.O.  Box  3926,  Springfield,  IL 
62078,  (217)  782-7711. 

Monitoring  Geriatric 
Medicine,  Mar.  4-6,  The  Good 
Samaritan  Hospital,  W.  Palm 
Beach.  For  info.:  Daniel  N. 
Tucker,  M.D.,  P.O.  Box  3166, 
W.Palm  Bch.  33402-3166, 
(305)  655-5511  Ext.  4236. 

Mediclinics  Postgraduate 
Medical  Refresher  Course, 

Mar.  4-15,  Holy  Cross 
Hospital,  Ft.  Lauderdale.  For 
information:  Donald  Lannin, 
M.D.,  2917  S.  Ocean  Blvd., 
Suite  905,  Highland  Beach 
33431,  (305)  272-8973. 

Intensive  Care  for  Neurologi- 
cal Trauma  and  Disease  1985, 

March  6-10,  Sheraton  Bal 
Harbour.  For  info.:  Division  of 
CME  D23-3,  University  of 
Miami,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6716. 

Practical  Gynecologic 
Pathology  for  the  Clinician, 

Mar.  7-9,  Sonesta  Bch.  Hotel, 
Key  Biscayne.  For  informa- 
tion: Patience  A.  Schenck, 
600  Maryland  Avenue  SW, 
Washington,  DC  20024,  (202) 


Magnetic  Resonance  Imaging 
in  Medical  Practice,  Mar. 
10-14,  Sheraton  Bal  Harbour. 
For  info.:  Manuel  Viamonte 
Jr.,  M.D.,  4300  Alton  Road, 
Miami  Beach  33140,  (305) 
674-2680. 


Problems  in  Rheumatology, 

Mar.  13-16,  Don  Cesar  Hotel, 
St.  Petersburg  Bch.  For  info.: 
Bernard  Germain,  M.D.,  Univer- 
sity of  South  Florida,  Box  19, 
Tampa  33612,  (813)  874-2681. 

3rd  Annual  Clinical  Manage- 
ment of  the  Elderly  Patient 
for  the  Practicing  Physician, 

Mar.  14-16,  Americana  Dutch 
Inn,  Orlando.  For  information: 
Gregor  Pawlson,  M.D.,  7201 
Rossville  Blvd.,  Baltimore, 
MD  21237,  (202)  676-4269. 

Sarasota  National  Con- 
ference on  Pediatric  Lung 

Disease,  Mar.  15-17,  Sarasota 
Hyatt  House.  For  informa- 
tion: Gerd  Cropp,  M.D.,  219 
Bryant  Street,  Buffalo,  NY 
14222,  (716)  878-7630. 

Basic  Coronary  Life  Support 
for  Physicians,  March  18, 
Sept.  16,  University  Com- 
munity Hospital,  Tampa.  For 
info:  John  R.  Warren,  M.D., 
3500  E.  Fletcher  Ave.,  Tampa, 
FI  33612,  (813)  977-3307. 

Surgical  Update  • 1985  - With 
Duke  University,  Mar.  18-20, 
Good  Samaritan  Hosptial,  W. 
Palm  Bch.  For  information: 
Barbara  Breznen,  P.O.  Box 
3166,  West  Palm  Bch.  33402, 
(305)  655-5511. 

Update  in  Clinical  Nutrition, 

March  21,  University  of  South 
Florida,  Tampa.  For  info.:  Jay 
Mamel,  M.D.,  12901  N.  30th 
Street,  Tampa  33612,  (813) 
974-2034. 

16th  Annual  Topics  in  Internal 
Medicine,  Mar.  21-23,  University 
Centre  Hotel,  Gainesville.  For 
info.:  A.  Jay  Block,  M.D., 
JHMHC  J-233,  Gainesville 
32610,  (904)  392-2666. 

Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  March  22- 
24,  Bahia  Mar  Hotel,  Ft. 
Lauderdale.  For  info.: 
Stephen  Mattingly,  5808  S. 
Rapp  Street,  Littleton,  CO 


Meeting  of  the  International 
College  of  Surgeons,  Mar.  25- 
28,  Buena  Vista  Palace,  Lake 
Buena  Vista.  For  info.:  Inter- 
national College  of  Surgeons, 
1516  North  Lake  Shore  Drive, 
Chicago,  IL  60610,  (312) 
642-3555. 

4th  Annual  Symposium  on 
Clinical  Management  of 
Diabetes  and  Endocrine 
Disorders,  March  27-30, 
Don  CeSar  Resort  Hotel,  St. 
Petersburg.  For  information: 
Robert  Farese,  M.D.,  JA  Haley 
Veterans  Hospital,  Bruce  B. 
Downs  Blvd.,  Tampa  33612, 
(813)  972-2000  Ext.  568. 


Interesting  Topics  in  Ortho- 
pedics, Mar.  28-30,  Royce 
Hotel,  West  Palm  Beach.  For 
information:  Michael  Zeide, 
M.D.,  7820  Edgewater  Drive, 
West  Palm  Beach  33406,  (305) 
433-0797. 

The  Diagnosis  and  Manage- 
ment of  the  Acute  Mil,  Mar. 

29-31,  Don  CeSar  Hotel,  St. 
Petersburg.  For  info.:  Beverly 
Jacobsen,  64  Inverness  Drive 
East,  Englewood,  CO  80112, 
(800)  525-8651. 


Current  Concepts  in  Pro- 
sthetic Replacement  of  the 
Hip  and  Knee,  Mar.  31  - Apr.  3, 
Sheraton  Bal  Harbour.  For  info.: 
Charles  Weiss,  M.D.,  4300 
Alton  Road,  Miami  Beach 
33140,  (305)  674-2121. 


Practical  Aspects  of  Newer 
Cardiovascular  and  Renal 
Therapies,  Mar.  31 -Apr.  3, 
Hyatt  Regency,  Orlando.  For 
information:  Univ.  of  Miami, 
Div.  of  CME,  P.O.  Box  016960, 
Miami  33101,  (305)  547-6716. 


American  College  of  Surgeons 
Spring  Meeting,  Mar.  31 -Apr. 
4,  Miami.  For  info.:  American 
College  of  Surgeons,  55  East 
Erie  Street,  Chicago,  IL  (312) 
664-4050. 


APRIL 

Spring  1985  Family  Practice 
Review,  April  1-5,  Sheraton 
World  Center,  Orlando.  For 
info.:  William  Stewart,  M.D., 
JHMHC  J-233,  Gainesville 
32610,  (904)  392-3143. 


638-5577.  80120,(303)798-9682. 
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Interventional  Radiology,  3rd 
Annual  Seminar,  Apr.  2-6,  Walt 
Disney  World  Village  Hotel 
Plaza,  Lake  Buena  Vista.  For 
info.:  Charleen  Krissman, 
12901  N.  30th  Street,  Tampa 
33612,  (813)  974-2538. 


Trends  and  Techniques,  Apr. 
10-12,  Hilton  Hotel,  Lake 
Buena  Vista.  For  information: 
Eileen  Coulombe,  JHMHC 
J-294,  Gainesville  32610,  (904) 
392-2893. 

Issues  and  Advances  in  Pedi- 
atrics — 1985,  Apr.  10-12, 
Sheraton  Sand  Key  Resort, 
Clearwater  Bch.  For  informa- 
tion: Lewis  Barness,  M.D., 
12901  N.  30th  St.,  Tampa 
33612,  (813)  974-4214. 


Cardiology  Workshop,  Apr.  12, 
Hyatt  Regency  Hotel,  Tampa. 
For  info.:  Joseph  E.  Holland, 
M.D.,  4057  Carmichael  Ave., 
Suite  229,  Jacksonville  32207, 
(914)  398-5667. 

Family  Practice  Weekend  — 
Tampa,  Apr.  12-14,  Hyatt 
Regency,  Tampa.  For  info.: 
Joseph  Holland,  M.D.,  4057 
Carmichael  Ave.,  Suite  229, 
Jacksonville  32207,  (904) 
398-5667. 


Advanced  Cardiac  Life  Support, 
Apr.  13-14,  Pasco-Hernando 
Comm.  College,  New  Port 
Richey.  For  information: 
James  Marlowe,  M.D.,  P.O. 
Box  1058,  New  Port  Richey 
34291-1058,  (813)  842-9574. 

Sudden  Death  • Clinical  and 
Pathological  Correlation,  Apr. 
18-20,  Bonaventure  Intercon- 
tinental Hotel  and  Spa,  Ft. 
Lauderdale.  For  information: 
Esther  Cohen,  4300  Alton  Rd., 
Miami  Beach  33140,  (305) 
674-2121. 


15th  Annual  Radiation 
Therapy  Clinical  Research 
Seminar,  Apr.  18-20,  Gainesville 
For  info.:  Hal  Jacobson,  M.D., 
JHMHC  J-385,  Gainesville 
32610,  (904)  392-3161. 

The  Current  Status  of  Tissue 
& Mechanical  Heart  Valve 
Replacement,  Apr.  27,  St. 
Joseph’s  Hospital,  Tampa. 
For  info.:  Dennis  Pupello, 
M.D.,  3001  W.  Buffalo  Ave., 
Tampa  33677,  (813)  870-4130. 


MAY 

Current  Concepts  in  Pain 
Management,  May  10-29, 
Mississippi  Steamboat  Cruise. 
For  information:  Dr.  Berman, 
3301  Johnson  St.,  Hollywood 
33021,  (305)  989-6650. 

Master  Approach  to  Cardio- 
vascular Problems,  May  25-27, 
Contemporary  Hotel,  Orlando. 
For  information:  Yolanda 
Barcena,  Dept,  of  Medicine, 
Univ.  of  Miami,  Miami  33101, 
(305)  549-7124. 


JUNE 

American  & European  Views 
on  Critical  Care,  June  8-15, 
Cannes,  France.  For  info.: 
Sonja  Craythorne,  Dept,  of 
Anesthesiology,  Univ.  of 
Miami,  Miami  33101,  (305) 
547-6411. 


Coronary  Artery  Disease  and 
Sudden  Death:  Primary  and 
Secondary  Prevention,  June 

14- 16,  Hyatt  Grand  Cypress, 
Orlando.  For  information: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 

10th  Annual  Florida  Suncoast 
Pediatric  Conference,  June 

15- 19,  Sheraton  Sand  Key 
Hotel,  Clearwater  Beach.  For 
information:  Gilbert  Pitisci, 
M.D.,  2902  Beach  Dr.,  Tampa 
33609,  (813)  870-3720. 


JULY 

Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  July  26-28, 
Orlando  Hyatt,  Kissimmee. 
For  information:  Stephen 
Mattingly,  5808  S.  Rapp 
Street,  Littleton,  CO  80120, 
(303)  798-9682. 


Heart 

Answers 


WHAT  IS 
HARDENING 
OF  THE  ARTERIES? 

A common  form  of  hardening  of  the 
arteries  is  atherosclerosis.  It  occurs 
when  fatty  deposits  in  the  blood- 
stream build  up  on  the  inner  walls  of 
the  arteries.  People  who  have 
atherosclerosis  are  more  likely  to 
suffer  a heart  attack  or  stroke.  The 
risk  of  developing  atherosclerosis 
can  be  reduced  by  observing  a diet 
low  in  saturated  fats  and  cholesterol. 
Contact  your  local  American  Heart 
Association  for  more  information. 


American  Heart 
Association 


WE'RE  FIGHTING  FOR  YOUR  LIFE 


We  can 
Help 
Bridge 
tlie  Gap 

in  patient  education 

The  Digestive  Diseases 
Clearinghouse  offers: 

• an  inquiry  and 
referral  system  that 
responds  to  more  than 
12,000  requests 
annually 

• up-to-date,  accurate 
patient  and  professional 
educational  materials 
free  of  charge 

• current 

information  on  research 
developments  in 
digestive  diseases 

For  more  information, 
write  the: 

Digestive 

Diseases  Clearinghouse 

1555  Wilson  Blvd. 
Suite  600J 
Rosslyn,  VA  22209 


DEPARTMENT  OF  HEALTH 
AND  HUMAN  SERVICES 
Public  Health  Service 
National  Institutes  of  Health 
National  Institute  of  Arthritis, 
Diabetes,  and  Digestive 
and  Kidney  Diseases 


inFDqSbmED 

Cl  OPinii  C CDl cc  • -information  management 

rLUKii/rt  for  the  medical  professional 

1985 

March  7,  8 - Miami  Hyatt  Regency 

April  18, 19  - Clearwater  Sheraton  Sandkey 

May  13, 14  - Orlando  Sheraton  Twin  Towers 

June  13, 14  - Jacksonville  Hilton 

4 American 
mK  Diabetes 

Arm.  Association 

An  exhibition  designed  for  the  physician  s 
busy  schedule. 

See  hundreds  of  products  and  services  you 
need  the  most  for  a cost  effective  practice. 

The  American  Diabetes  Association 
through  its  service,  education  and 

• Computers,  data  systems  • New  product  lines 

• Diagnostic  eguipment  • Financial  Services 

• Patient  Care  • Filing  Systems 

• communications  • Office  Systems 

Free  admission. 

Overnight  packages  available  for  physicians, 
nurses  and  their  families. 

Hours:  Noon  - 9 p.m. 

research  programs,  gives  help  today 
and  hope  for  tomorrow  to  all  children 
and  adults  with  diabetes.  YOU  can  help 
support  these  projects  by  calling  your 
local  DIABETES  ASSOCIATION,  listed 
in  your  telephone  directory. 

CALL  TODAY! 

Call  or  write 

Event  Management  company  13014  l\i.  Dale  Mabry 

(813)969-1754  Tampa,  FL  33618 

for  more  information 

Florida  Affiliate 
(505)  894-6664 

The  American  college  of  cardiology 
Extramural  Program 

Co-Sponsored  by: 

Deborah  Heart  and  Lung  center,  Brown  Mills,  N.J. 
Mount  Sinai  Medical  Center,  Miami  Beach,  Florida 

present 


SUDDEN  DEATH: 

CLINICAL  AND  PATHOLOGICAL  CORRELATION 

April  18, 19  and  20, 1985 
to  be  held  at: 

Bonaventure  Hotel  and  Spa 
Fort  Lauderdale,  Florida 


Registration 

American  College  of  Cardiology 
Extramural  Programs  Department 
9111  Old  Georgetown  Road 
Bethesda,  Maryland  20814 


information: 

or 

Dept.  Continuing  Medical  Education 
Mount  Sinai  Medical  Center 
(305)  674-2311 


Co-Directors: 

Saroja  Bharati,  M.D. 
Browns  Mills,  N.J. 

Marvin  L.  Meitus,  M.D. 
Miami  Beach,  Florida 

Guest  Faculty: 

Jeffrey  L.  Anderson,  M.D. 
Salt  Lake  City,  Utah 
Maurice  Lev,  M.D. 

Browns  Mills,  N.J. 

Melvin  M.  Scheinman,  M.D. 
San  Francisco,  California 
Sol  Sherry,  M.D. 
Philadelphia,  Pa. 

Local  Faculty: 

Charles  L.  Byrd,  M.D. 
Robert  A.  Chahine,  M.D. 
Jack  J.  Greenberg,  M.D. 
James  R.  Margolis,  M.D. 
Robert  J.  Myerburg,  M.D. 
Neil  Schneider,  M.D. 


INFORMATION  FOR  AUTHORS 


The  Journal  is  the  official  publication  of  the  Florida  Medical 
Association  Its  purpose  and  scope  include  not  only  the  dissemi 
nation  of  scientific  information  but  also  communication  of  FMA 
activities  and  reportage  of  other  subject  matter  relevant  to  the 
practice  of  medicine  Hence,  the  editors  encourage  submission 
of  scientific  papers  (investigative  studies,  reviews,  new  technol 
ogy,  case  reports),  discussions  of  medical  history  and  ethics, 
and  articles  dealing  with  socioeconomic,  governmental,  and 
legal  issues  as  related  to  medicine 

Manuscripts  should  be  submitted  to  Daniel  B Nunn,  M D , 
Editor  of  The  Journal.  Florida  Medical  Association,  Post  Office 
Box  2411,  Jacksonville,  Florida  32203,  in  original  and  three 
duplicate  copies  Copies  should  be  typewritten  and  double 
spaced 

Author  Responsibility.  The  author  is  responsible  for  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor  Manuscripts  are  received  with  the  understanding 
that  they  are  not  simultaneously  under  consideration  by  any 
other  publication  Rejected  manuscripts  are  returned  to  the 
author  Atiepted  manuscripts  become  the  property  of  The 
Journal  and  may  not  be  published  elsewhere  without  permis 
sion  from  the  author  and  The  Journal 

Eac  h of  the  following  should  begin  on  a new  page  abstract, 
first  page  of  text,  legends  for  illustrations,  tables  and  acknow 
ledgemenls  Each  page  should  include  a running  head  and 
surname  of  senior  author 

Abstract.  All  scientific  manuscripts  should  include  a 150 
word,  maximum  length,  abstract  which  is  a factual  (not  descrip 
tive)  summary  of  the  work  This  replaces  the  summary  and  pre 
cedes  the  article 

Title  should  be  short,  specific,  clear  and  amenable  to 
indexing 

List  affiliations  for  each  author  If  author’s  present  affilia 
tion  is  different  from  affiliation  under  which  the  work  is  done, 
both  should  be  given 

References.  The  following  minimum  data  should  be  given 
names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medic  us,  volume  num 
ber,  page  numbers  and  year  of  publication  All  references  must 
be  cited  in  the  text  and  should  be  arranged  according  to  order 
of  citation  and  numbered  consecutively  If  references  are  too 
numerous,  the  editors  reserve  the  right  to  eliminate  with  nota 
lion  "References  are  available  from  the  author(s)  upon  request” 

All  accepted  manuscripts  are  subject  to  copy  editing 
Authors  receive  a galley  proof  for  approval  before  publication 
No  changes  are  accepted  after  galley  is  returned  Forms  for 
ordering  reprints  are  included  with  the  galley  proofs 

Illustrations.  Illustrations  are  all  material  which  cannot  be 
set  in  type  such  as  photographs,  line  drawings,  graphs,  charts 
and  tracings  The  entire  cost  of  reproducing  color  illustrations  is 
the  responsibility  of  the  author(s)  Omit  all  illustrations  which 
fail  to  increase  the  understanding  of  the  text  Drawings  and 
graphs  should  be  done  with  India  ink  on  white  paper  Select 
overall  proportions  appropriate  for  material  presented  and  suf 
ficient  for  reduction,  if  necessary  Each  illustration  should  be 
numbered  and  cited  in  the  text  Legends  should  be  typed  and 
double  spaced  on  a separate  sheet  of  paper  The  following 
information  should  be  typed  on  an  adhesive  strip  and  affixed  to 
the  back  of  illustration  figure  number,  title  of  manuscript,  name 
of  author  and  arrow  indicating  top  Tables  should  be  self 
explanatory  and  should  supplant,  not  duplicate,  the  text 
Number  tables  consecutively,  beginning  with  1 Each  table  must 
have  a title 

Permission  letters  must  accompany  patient  photos 
whenever  there  is  a possibility  of  identification  Prepare  in 
accordance  with  state  laws  and  specify  authority  to  publish 

Letters  submitted  for  publication  should  be  designated 
‘For  Publication" 

When  received,  the  senior  author  will  be  sent  an  acknow 
ledgement  of  receipt  and  a copyright  agreement  which  must  be 
signed  by  all  collaborators  Should  the  article  fail  to  be  accepted 
for  publication,  the  agreement  will  be  returned 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN*/300  mg.  'mmmmmt' 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains- 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 1 50  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®(100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BwttWISfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  If® 


Classified 

Ads 

Classified  advertising  rates 
are  $10.00  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word. 
Deadline  is  first  of  the 
month  preceding  month  of 
publication. 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642, 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


GENERAL  INTERNISTS, 
PEDIATRICIANS,  Expanding 
30  man  physician  multispe- 
cialty group  in  West  Palm 
Beach,  Fla.  seeks  dynamic, 
Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

INTERNIST  AND  FAMILY 
PRACTITIONER  to  join  ex- 
panding group  practice  in 
high  growth  area.  Guaran- 
teed salary,  plus  immediate 
full  share  of  profits.  Excellent 
fringe  benefits.  Send  CV  or 
call  collect.  Sand  Lake 
Medical  Group,  5815  Makoma 
Drive,  Orlando,  FI  32809,  (305) 
859-2920. 

CARDIOLOGIST  - IN- 
TERNIST wanted  to  join  a 
3-man  noninvasive  group.  Ex- 
cellent hospital  affiliations. 
Applicant  must  be  board  cer- 
tified in  internal  medicine 
and  board  eligible  or  certified 
in  Cardiology.  Send  CV  to: 
Drs.  Lesser,  Silverman  and 
Weinberg,  333  Arthur  Godfrey 
Road,  Miami  Beach,  FL 
33140. 

EMERGENCY  MEDICINE: 
Full-time  and  part-time  emer- 
gency medicine  postitions 
currently  available  in  low  to 
moderate  volume  facilities 
throughout  northern  and  cen- 
tral Florida.  Competitive  in- 
come, professional  liability 
insurance,  in  addition  to 
other  benefits  and  incentives 
provided.  Directorships  also 
available.  For  further  infor- 
mation contact  John  Damm- 
rich,  Spectrum  Emergency 
Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800 
325-3082. 

PHYSICIAN  GYNECOL- 
OGIST with  Florida  License 
needed  immediately  to  pro- 
vide evidence  gathering 
examinations  of  rape  victims. 
Twenty-four  hours  coverage 
needed  to  operate  in  the  Tar- 
pon Springs  Health  Center. 
Paid  per  examination  in- 
cluding Court  appearance 
and  depositions,  plus  mileage 
from  home  to  the  Health  Cen- 
ter. Contact  Richard  Levinson, 
M.D.,  813-823-0401  ext.  231, 
for  more  information. 


ORTHOPAEDIC  SUR- 
GEON - Expanding  Work/ 
Comp  Medical  Center  in 
South  Florida  has  need  for 
Part/Full-time  in-house  physi- 
cian. Lucrative  position  with 
flexible  hours  and  guaran- 
teed salary.  Please  send  CV 
to  OMCA  6300  Northwest 
77th  Court,  Miami,  FL  33166 
or  contact  Bruce  Bernstein  at 
(305)  593-2174. 

INTERNIST-FAMILY 
PRACTITIONER,  BC/BE,  rap- 
idly expanding  practice,  ex- 
cellent patient  group,  com- 
petitive salary,  leading  to 
partnership.  Dr.  Robert  Levy, 
1701  S.E  Hillmoor  Drive,  Port 
St.  Lucie,  Florida  33452 
(305)  335-9400. 

PRIMARY  CARE  CEN- 
TERS in  Florida:  Recruiting 
aggressive  emergency  medi- 
cine and  family  practice  train- 
ed physicians  to  staff  centers 
on  a full-time  basis.  Positions 
available  in  central  and  south 
Florida  coastal  communities. 
Excellent  opportunity  - guar- 
anteed salary,  fee  for  service 
incentives,  profit  sharing  with 
public  corporation,  malprac- 
tice insurance  paid.  Send  CV 
to  F.M.C.,  250  N.  Babcock  St., 
Suite  202,  Melbourne,  Florida 
32935. 

EMERGENCY  MEDICAL 
PHYSICIAN,  Florida-licensed, 
to  ride  with  Rescue  Team  on 
the  Miami  Beach  Fire  Depart- 
ment. Excellent  hours,  paid 
malpractice  insurance,  paid 
vacation.  Excellent  starting 
salary.  (305)  673-7130. 

FAMILY  PHYSICIAN 
needed  as  an  associate  in  a 
well  established  solo  practice 
in  central  Florida,  utilizing  2 
modern  hospitals.  Require 
board  certified  or  be  eligible. 
Send  CV  to:  Family  Medical 
Clinic,  2625  Johnson  Point, 
Leesburg,  FL  32748,  (904) 
589-2164. 

ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 


EMERGENCY  PHYSICIANS: 
Regional  Trauma  Center  in 
Orlando  has  openings  for  full 
time  emergency  physicians. 
Send  CV  to:  David  Wilson, 
M.D.,  Emergency  Dept.,  Orlando 
Regional  Medical  Center,  1414 
S.  Kuhl  Avenue,  Orlando,  FL 
32806. 

INTERNIST  FINISHING 
training  and  Board  eligible 
July  85  looking  to  join  solo 
practioner  or  group.  Jeffrey 
Sklar,  M.D.,  314  Newark  Ave. 
Apt.  6,  Bradley  Beach,  New 
Jersey  07720 


FLORIDA  - FULLTIME  ED 
Physician  desired.  US  trained. 
Central  Florida  hosptial;  150 
beds;  15,000  ED  visits  yearly. 
42  hour  week.  Guaranteed 
yearly  income.  Contact: 
Thomas  E.  Langley,  M.D.,  Box 
1885,  Eustis,  FL  32726,  Tel. 
(904)  589-3336. 

RADIOLOGY:  Diagnostic 
Radiologist  with  boards  or 
special  competence  in  nuclear 
medicine,  or  with  expertise  in 
interventional  radiology  wanted 
as  replacement  for  retiring 
senior  radiologist  in  practice 
comprised  cf  two  hospitals 
and  three  private  offices. 
Send  CV  to:  Peter  H.  Joyce, 
M.D.,  545  Holly  Road,  Vero 
Beach,  FL  32963  or  call  (305) 
231-1821,  evenings. 

GENERAL  INTERNIST  to 
join  growing  private  and  HMO 
practice  in  Tampa,  FL  area. 
Send  CV  and  references  to 
Mark  S.  Stern,  M.D.,  302  S. 
Bryan  Road,  Brandon,  FL 
33511. 

FT.  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantalion, 
Florida  33317 

FAMILY  OR  GENERAL 
PRACTITIONER  needed  in  Pri- 
mary Care  Program  of  Duval 
County  Health  Department. 
Only  ambulatory  care.  Many 
benefits  included.  Florida  li- 
cense required.  Salary  com- 
mensurate with  experience. 
Contact  Rod  Cardiff,  M.D., 
M.P.H.,  515  W.  6th  Street, 
Jacksonville,  Florida  32206 
(904)  633-3170. 
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INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 

WANTED:  INTERNIST, 
Board  certified;  subspecialty 
preferable  but  not  mandatory. 
Prefer  Florida  resident.  Must 
have  Florida  license.  Large 
volume  practice.  For  further 
information  send  CV  to:  Drs. 
Cooke,  Sussman,  Staller  & 
Fien,  P.A.,  12570  NE  7th  Ave., 
North  Miami,  FL  33161,  (305) 
895-8584. 

ST.  PETERSBURG  and 
CLEARWATER  — Emergency 
Room  and  Family  Practice 
Clinic  seeking  qualified 
Emergency  or  Family  Physi- 
cians for  full  and  part-time 
positions.  Send  CV  or  contact 
Drs.  Prawer  or  Mitchell,  4951 
34th  Street,  So.  St.  Petersburg, 
FL  33711,  (813)  867-8641. 


ORTHOPAEDIC  SURGEON 
with  Hand  subspecialty  on 
Florida’s  east  coast  to  join 
Orthopaedic  group  as  soon 
as  possible.  Send  resume  to 
4915  South  Congress  Avenue, 
Lake  Worth,  FL  33461. 

DIABETOLOGIST:  Large, 
multispecialty  clinic  on  the 
Florida  west  coast  is  seeking 
a BC/BE  Diabetologist  or 
Endocrinologist  to  join  an 
established  rapidly  growing 
practice.  Training  in  insulin 
pump  therapy  preferred.  Excel- 
lent income  opportunity  with 
no  investment  required.  Our 
location  offers  unlimited 
cultural,  recreational  and 
leisure  activities.  Send  CV  to: 
C-1250,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

FAMILY  PRACTITIONER 
to  associate  with  2 Family 
Practitioners  in  21  member 
multispecialty  clinic.  Board 
certified  or  board  eligible. 
Guaranteed  salary  with  incen- 
tive bonus.  Clinic  located  in 
the  heart  of  the  Florida  citrus 
industry  and  lake  country.  IV2 
hours  to  either  coast.  Imme- 
diate drawing  area  90,000. 
For  additional  information, 
send  CV  to:  C-1247,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 


BECOME  AN  HMO  affiliate 
in  your  own  office.  Specialists 
needed  to  refer  our  patients  to. 
Discover  advantages  of  posi- 
tive cash  flow,  capitation, 
etc.  Call  Robert  M.  Markey  at 
Health  • Med  Systems,  (305) 
651-8830. 


Situations  Wanted 

PATHOLOGIST:  Florida 
licensed,  certified  AP-CP, 
20  years  experience  wishes 
to  relocate  in  Florida  from 
northern  climate  for  additional 
two  decades  of  active  practice. 
Contact:  I.  Oppenheim,  M.D., 
333  E.  Ontario  St.,  Chicago,  IL 
60611,  (312)  944-7653  nights. 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  July 
1985.  Invasive-noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 

PEDIATRICIAN:  Board 
certified  with  14  years  private 
practice  experience.  U.S. 
hospital  trained.  Seeking  job 
opportunity  in  northeast 
Florida  HMO,  private  or 
group.  Available  immediately. 
C-1252,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

OCCUPATIONAL  PHYSI- 
CIAN: Board  certified,  Florida 
licensed,  11  years  industrial 
experience;  knowledgeable  in 
OSHA  regulations,  EEOC, 
industrial  hygiene,  chemical 
dependence,  workers'  com- 
pensation, care  of  industrial 
injuries  and  illness,  etc. 
Contact  Donald  J.  Crane, 
M.D.,  3317  West  Capitol  Dr., 
Peoria,  IL  61614,  (309) 
692-0149  evenings. 

PATHOLOGY  - NUCLEAR 
MEDICINE  — Experienced 
Pathologist,  BC  (AP,  CP) 
University  trained  Nuclear 
Medicine  (BE).  Available  July 
1985.  Seeks  relocation  in 
Florida.  Send  inquiries: 
C-1254,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

PRACTICE  WANTED: 
Would  like  to  purchase  Inter- 
nal Medicine/Cardiology  prac- 
tice in  southwest  section  of 
Miami,  from  retiring  physi- 
cian or  physician  leaving 
area.  Call  305-665-8500. 


DERMATOLOGIST  with  8 
years  practice  in  clinical  Der- 
matology; Florida  license;  will 
relocate;  (Orlando,  Tampa 
areas).  Desires  practice  situa- 
tion. Available  now.  Can  do 
Family  Practice.  Please  con- 
tact: Mehdi  Nabipour,  M.D., 
1632  York  Place,  Thousand 
Oaks,  CA  91362  or  call  (805) 
495-7576  Calif,  or  (813) 
656-3482  in  Florida. 

NEURORADIOLOGIST: 
Board  certified,  2 year  Univer- 
sity Fellowship,  expertise  in 
pediatric  and  adult  CT,  angio, 
myelo  and  DSA,  also  excel- 
lent skills  in  general  diagnos- 
tic as  partner  for  last  IV2 
years  in  large  multispecialty 
group.  Thirty-four  year  old, 
married,  one  child.  President, 
University  of  Florida  gradua- 
ting class  1978,  who  wishes 
to  return  home.  Lawrence  H. 
Schott,  M.D.,  1818  Lenard  St., 
Wausau,  Wisconsin  54401, 
(715)  675-9900  evenings. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1277,  P.O.  Box 
2411,  Jacksonville,  FI  32203. 


INTERNIST:  29,  com- 
pleting residency  in  internal 
medicine  June  1984;  Board 
eligible  Sept.  1985;  diplomate 
of  the  National  Board  of  Med- 
ical Examiners;  seeks  posi- 
tion (salaried)  with  HMO, 
clinic,  or  similar  position 
starting  Aug.  1,  1985  in  the 
Orlando/Central  Florida  area. 
Reply  to  Glenn  Agans,  M.D., 
117  Vose  Ave.,  Apt.  34,  South 
Orange,  New  Jersey  07079 
(201)  763-5656. 


Practices  Available 

FAMILY  PRACTICE  FOR 
SALE:  Terms  negotiable;  St. 
Petersburg,  Sun  Coast,  Fla. 
Charts,  equipment,  furniture. 
Low  overhead.  Excellent  living 
area  with  good  schools.  Family 
Physician  or  Internist.  Call 
anytime  (813)  988-9164. 


RADIOLOGY  - NUCLEAR 
MEDICINE  office  practice 
and  building  for  sale:  Serving 
NE  Ft.  Lauderdale  and  Beach 
Condominiums.  Across  from 
Holy  Cross  Hospital.  Two 
Siemens  x-ray  rooms  with 
Kodak  Automatic  90  second 
Processor,  Technicare  100 
Series  Gamma  Camera  with 
whole  body  imaging  table 
and  Ultimat  Multiformater, 
Hot  Lab  with  brick  hot  cell 
lead  desk  shield  and  Capintec 
Dose  Calibrator.  Equipment 
like  new  and  well  maintained. 
Room  for  ultrasound,  mammo- 
graphy and  a third  x-ray 
machine.  Approx.  2069  sq.ft. 
Terms  available.  Excellent 
tax  shelter.  Herman  E.  Rolfs, 
M.D.,  4542  N.  Federal  Highway 
(U.S.1),  Ft.  Lauderdale,  FL 
33308,  Phone:  (305)  771-9500. 

RADIOLOGY:  Private 
Practice  est.  4 years.  Down- 
town Jacksonville,  Florida. 
Grossing  $160,000.00  with  ex- 
cellent growth  potential.  Pur- 
chase price  negotiable. 
Sergio  Lagman,  M.D.,  600  N. 
Church  St.,  Lake  City  FI  32055. 

MEDICAL  PRACTICE 
NORTH  OF  TAMPA,  2-3  physi- 
cians, $400,000  + . 14,000  ac- 
tive patients.  Lab,  X-ray, 
emergency  room,  physical 
therapy.  $450,000,  variable 
terms.  Contact  813-985-3038. 

GENERAL  PRACTICE 
AVAILABLE,  Charts  and 
equipment  plus  excellent  Girl 
Friday.  G-1255,  P.O.  Box  2411, 
Jacksonville,  i ’ 32203. 


Real  Estate 

INDIGO  LAKES,  Daytona 
Beach,  Florida:  Custom 
designed  medical  offices  for 
lease  in  Indigo  Lakes  Profes- 
sional and  Fitness  Complex. 
A unique  opportunity  to  work 
in  conjunction  with  the  area’s 
most  prestigious  fitness 
center.  Call  Mike  McCaffrey 
(904)  254-3601  for  details. 
Watts:  1-800-874-9918. 


PEDIATRICS  & FAMILY 
PRACTICE  FOR  SALE  on 
growing  Florida  west  coast. 
Patient  records  and  fully 
equipped  office.  Write  to  P.O. 
Box  47581,  St.  Petersburg,  FL 


DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 


33743-7581. 
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FOR  SALE  OR  LEASE- 
Medical  office  1650  sq.  feet,  2 
consulting  offices,  4 exam 
rooms,  established  location 
overlooking  Lake  Monroe, 
Perfect  for  obstetrics,  family 
practice.  Clyde  H.  Climer, 
M.D.,  1403  Medical  Plaza  Dr., 
Suite  106,  Sanford,  FL  32771. 

LOVELY  HOME  FOR  SALE: 
Unique  oriental  contem- 
porary nestled  against  wood- 
ed area  in  Southside's  Grove 
Park.  3400  sq.  ft.,  4 bedrooms, 
3V2  baths,  large  greatroom, 
living  room,  dining  room, 
breakfast  room,  fireplace, 
pool/poolhouse.  Appraisal/ 
asking  price:  $155,000. 
724-7987. 

SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two  hospitals. 
1500  - 1800  sq.ft.  Fully  parti- 
tioned and  carpeted.  Reason- 
able rent.  (305)  661-5147. 

JACKSONVILLE,  FLORIDA: 
For  rent,  reasonable,  one 
remaining  space  for  a physi- 
cian. Outstanding  downtown 
location  right  at  the  main 
entrance  in  the  new  Southern 
Bell  Tower.  Full/part-time. 
Tower  Health  Practices,  301 
W.  Bay  Street,  Jacksonville, 
FL  32202.  (904)  634-0460  or 
(904)  268-4351. 

SHARE  LARGE  NEWLY 
RENOVATED  office  with 
General  Internist.  Broward 
Condo  area.  Suitable  for  sub- 
specialist. Separate  consula- 
tion  and  exam  rooms.  X-ray. 
Excellent  location.  Call  (305) 
945-0014. 


Services 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 

LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 
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A MEDICAL  LETTER 
THAT  INCREASES  PATIENT 
VISITS!  Write  Shirley  M. 
Mueller,  M.D.  for  a free  copy  of 
a physician-written  newsletter 
that  is  personalized  by  you. 
Personal  Medical  Communi- 
cations, Dept.  F,  95  Wellington 
Road,  Indianapolis,  IN  46260. 

STRESS  REDUCTION 
THRU  RELAXATION  IMAGERY 
A videotape  developed  by  a 
leading  psychiatrist  to  help 
you  achieve  optimum  perfor- 
mance thru  total  mental, 
physical  relaxation.  Specify 
VHS  or  BETA  II.  Send  $41.95 
to  R.I.E.  Inc.,  13550  N.  31st 
Street,  Tampa,  FL  33612. 

EXPERT  CONSULTING 
SERVICE  all  phases  of  labo- 
ratory medicine:  staffing 
mangement,  technical  and 
Q.C.,  accreditation,  licensure, 
for  offices,  group  practices, 
hospitals.  For  more  informa- 
tion, write:  LabCare,  P.O.  Box 
1702-103,  Gainesville,  FL 
32602. 


Equipment 

RADIO  SHACK  COMPUTER 
USERS  GROUP:  Please  send 
name,  address,  medical  spe- 
ciality and  phone  number. 
Let’s  share  ideas,  problem 
solutions  and  information 
about  good  programs.  James 
Nichols,  M.D.,  1315  Garden 
Street,  Titusville,  FL  32796. 

BENNETT  ORTHOPEDIC 
X-ray  equipment,  Generator, 
Model  #855S,  300MA  4-way 
table,  x-ray  tube  and  collimator. 
Manufactured  1979.  Excellent 
condition.  Appraised:  $15,000. 
Best  price.  Call  Linda  Urbach 
(305)  862-4962  or  Al  Reed  (305) 
671-2102. 

FOR  SALE  OR  RENT: 
EEG’s  - Grass  8 channel  - 
latest  models;  in  excellent 
condition.  Inquire:  Occupant, 
P.O.  Box  272633,  Tampa,  FL 
33688. 

G.E.  DATALINE  Real  Time 
Linear  Array  Scanner,  with 
attached  Polaroid  camera;  3 
years  old  with  a perfect  service 
record.  Low  price.  For  infor- 
mation call  (305)  279-0797  or 
write  OB/GYN  Associates, 
9115  SW  87th  Avenue,  Miami, 
FL  33176. 
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Meetings 

BIOFEEDBACK  — CEU 
Credit  available  — Fullife 
presents  basic  and  advanced 
workshops  in  Biofeedback 
1984-85  schedule:  Founda- 
tions of  Biofeedback,  Sept.  15 
& 16;  May  11  & 12.  Advanced 
Concepts  in  Biofeedback,  Oct. 
12-14;  June  7-9.  Review  for 
Certification  & State  of  the 
Art  in  Biofeedback,  Nov.  3 
& 4;  Feb.  23  & 24.  Clinical 
internship  program.  Contact 
the  Hartje  Stress  Clinic  for 
brochure,  2429  University 
Blvd.  West,  Jacksonville,  FL 
32217,  (904)  737-5821.  Offered 
at  the  Sea  Turtle  Inn,  1 Ocean 
Blvd.,  Jacksonville,  FL  32223, 
(904)  249-7402. 


1985  CME  CRUISE/CON- 
FERENCES ON  selected 
medical  topics  - Caribbean, 
Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days 
year-round.  Approved  for 
20-40  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  pre- 
scribed credits.  Distinguished 
professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEX- 
ICAN & ALASKAN  CRUISES. 
Excellent  group  fares  on 
finest  ships.  Registration  lim- 
ited. Pre-scheduled  in  com- 
pliance with  present  IRS  re- 
quirements. Information: 
International  Conferences, 
189  Lodge  Ave.,  Huntington 
Station,  New  York,  11746 
(516)  549-0869. 


. 

Save  the  clouds.  [ 


I want  to  help.  Enclosed  is  my  tax-deductible  check  for  $ 

Please  send  me  information  about  protecting  the  eyesight 
of  myself  and  my  family.  B 

Name 

Address- 
City 


-State  . 


_Zip_ 


National  Society  to  Prevent  Blindness 
^ 3741  Neptune  Street,  Tampa,  FL  33629 


When  you  lose  your  vision,  you  lose 
the  clouds. 

You  lose  the  sunsets.  The  seashells. 
The  moonlight  and  snowflakes. 

This  year,  50,000  Americans  will  lose  all 
that  and  more.  Forever. 

Yet  with  ydfcwhelp,  half  of  all  blindness 
can  be  prevented. 

We’re  the  National  Society  to  Preve 
Blindness.  ; • '•"***" 

We  sponsor  medical  re 
eye  diseases.  And  safety! 
eliminate  eye  injuries. 

We  fight  to  save  all  the  things  people 
lose  when  they  Jose  theikgyestaht. 

Help  us  save  thet 

Give  to  PreysntH  ss. 


Dr.  LaSalle  D.  Leffall,  past  president.  American  Cancer  Society. 


“If  everyone  over  50  had  checkups  for  colorectal  cancer, 
the  cure  rate  could  be  as  high  as75%” 


“If  more  people  had  colorectal  cancer  checkups, 
more  people  could  be  cured,”  says  Dr.  LaSalle  D.  Leffall, 
Jr.,  M.D.,  F.A.C.S.,  Professor  and  Chairman  of  the  Depart- 
ment of  Surgery,  Howard  University  Hospital,  Washing- 
ton, D.C.  “It’s  that  simple.  You  can’t  cure  it  if  you  don’t 
know  you  have  it.”  But  if  it’s  detected  early,  the  cure  rate 
for  colorectal  cancer  is  very  high.  Your  doctor  can  per- 
form the  digital  and  proctoscopic  exams,  and  you  take 
care  of  the  simple  stool  blood  test  at  home. 

The  present  cure  rate  is  44%.  We  believe  it  could  be 
at  least  31  % higher.  Since  men  and  women  are  equally 
affected  by  this  disease,  we  urge  everyone  over  SO  to  get 
regular  checkups  at  the  intervals  specified  in  the  box  on 
the  right. 

Fact  is,  there  will  be  130,000  new  cases  of  colorectal 
cancer  this  year.  You  can  help  us  cure  75%  of  them. 

If  you  are  not  in  the  age  group  affected,  please  pass 


this  information  on  to  someone  you  know  who  is.  The 
warning  signs  for  colorectal  cancer  are:  a change  in  bowel 
habits  and  blood  in  the  stool. 

People  with  a family  history  of  colon  or  rectal  cancer 
or  ulcerative  colitis  are  at  higher  risk  and  are  urged  to  be 
doubly  cautious. 

Help  us  raise  the  cure  rate. 

Colorectal  Cancer  Checkup  Guidelines  for  men  and 

women  over  50  without  symptoms: 

• Digital  exam  every  year 

• Stool  blood  test  every  year 

• Procto  exam  every  3 to  5 years  after  2 initial  negative 
tests  1 year  apart 


No  one  faces 

cancer  alone. 


AMERICAN  CANCER  SOCIETY 


ADVERTISERS 


Air  Force 

Recruitment 

.90 

Health  Development  Corporation 

Recruitment 

129 

American  'Medi-Lease' 

Service 

.75 

Houston's  Shamrock  Hilton 

Service 

89 

Ayerst  Laboratories 

Inderal  LA 

. 74i 

Info  Med 

Meetings 

132 

Brookwood  Recovery  Centers 

Service 

114 

Knoll  Pharmaceutical  Company 

Isoptin 

90b 

Brown  Pharmaceutical 

Android 

Lipc-Nicin 

.90 

133 

Krieger  Publishing  Company 

Publication  

129 

Charter  Medical  Corporation 

Service 

.74 

Marion  Laboratories,  Inc. 

Cardizem 

106a 

Curtis  1000  Information  Systems 

Service 

106 

Mount  Sinai  Medical  Certer 

Meeting 

132 

Eli  Lilly  & Company 

Ceclor 

104 

Roche 

Dalmane  

139 

Florida  Chapter  American  College  of  Emergency  Physicians 
Meeting 

105 

University  of  Miami 

Meetings 

82,116 

Florida  Physicians'  Insurance  Reciprocal 

Service 

.74 

The  Upjohn  Company 

Motrin 

90a 

Gold  Plus  Plan 

Recruitment 

.86 

Willingway  Hospital 

Service 

129 

GTE  Telenet 

Service 

.88 

Wyeth  Laboratories 

Ativan 

80 

Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers  Frank  C.  Coleman,  M.D.,  Tampa,  President 

Luis  M.  Perez,  M.D.,  Sanford,  President-Elect 
James  G.  White,  M.D.,  Ormond  Beach,  Vice  President 
Henry  M.  Yonge,  M.D.,  Pensacola,  Secretary 
Yank  D.  Coble  Jr.,  M.D.,  Jacksonville,  Treasurer 
James  B.  Perry,  M.D.,  Ft.  Lauderdale,  Speaker  of  the  House 
Guy  T.  Selander,  M.D.,  Jacksonville,  Vice  Speaker 
Donald  C.  Jones,  Jacksonville,  Executive  Director  and  C E O 

Chairmen  Joseph  H.  Davis,  M.D.,  Miami,  Judicial  Council 

Louis  C.  Murray,  M.D.,  Orlando,  Legislation 
Richard  S.  Hodes,  M.D.,  Tampa,  Medical  Economics 
Joseph  T.  Ostroski,  M.D.,  Miami,  Medical  Services 
Pierre  J.  Bouis  Jr.,  M.D.,  Tampa,  Scientific  Activities 
Robert  E.  Boyett,  M.D.,  Miami,  Specialty  Medicine 
T.M.  Daniel,  M.D.,  Clearwater,  Hospital  Medical  Staffs 


138/J.  FLORIDA  M.A./FEBRUARY  1985/Vol.  72.  No.  2 


lOMPLETE 
ABORATORY  1S 
XXUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  6 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 


DALMANE 

flurozepom  HCI/Poche 
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DALMANE®  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  or  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Summary 

fma  Leadership  Conference 
February  1-3, 1985 
’’Quality  Medicine  in  a Rapidly 
Changing  Environment" 

Development.  The  basic  message  conveyed  by  the 
various  speakers  was  that  women  physicians  have 
an  unprecedented  opportunity  to  be  influencial  and 
to  assume  leadership  roles  within  organized  medi- 
cine. "As  physicians  who  are  women,  we  must 
accept  our  responsibilities  in  this  great  profession  of 
ours,"  Palma  E.  Formica,  M.D.,  of  New  Brunswick, 
NJ,  exhorted  an  audience  of  about  80  female  physi- 
cians. She  is  a member  of  the  American  Medical 
Association  House  of  Delegates  and  a member  of  the 
AMA  Council  on  Long  Range  Planning  and  Develop- 
ment. 

Noting  that  the  ranks  of  United  States  women 
physicians  have  burgeoned  from  13,000  in  1966  to 
65,000  last  year,  Dr.  Formica  lamented  that  "we  are 
growing  in  numbers  but  we  are  not  growing  in  our 
responsibilities." 

Only  26%  of  the  nation's  women  physicians 
belong  to  the  AMA,  she  said,  even  though  the  AMA 
has  developed  many  programs  for  their  benefit.  Five 
women  served  as  AMA  Delegates  and  Alternates  in 
1978,  and  there  are  five  Delegates  and  15  Alternates 
this  year.  "Only  you  in  your  state  can  send  a 
delegate  to  the  AMA,"  Dr.  Formica  said.  "Those 
women  who  are  leaders  must  be  role  models  for 
those  that  follow  us." 

Another  guest  speaker,  Patricia  J.  Stuff,  M.D., 
of  Bonduel,  WI,  said  the  formula  for  leadership  is  a 
mixture  of  competence  and  power  and  influence, 
and  all  this  adds  up  to  success. 


The  1985  FMA  Leadership  Conference  was  con- 
ducted Friday,  Saturday,  and  Sunday,  February  1-3  at 
the  Tampa  Airport  Marriott  Hotel.  "Quality  Medi- 
cine in  a Rapidly  Changing  Environment"  was  the 
Conference  theme  which  offered  county  medical 
society  leaders  and  others  a comprehensive  look  at  a 
wide  array  of  issues  including  legislation,  public 
relations,  medical  economics,  and  hospital  medical 
staffs.  Several  general  sessions  highlighted  the  Con- 
ference along  with  a special  "Leadership  Skills  Sem- 
inar for  Women  Physicians"  and  an  outstanding 
scientific  section  on  "Clinical  and  Fundamental  Ap- 
proaches to  Cellular  Engineering." 

Registered  attendance  totaled  329  physicians, 
Auxiliary  members  and  other  guests.  Physician 
registrants  represented  23  county  medical  societies 
and  11  FMA  recognized  specialty  groups. 

The  following  are  highlights  of  the  major  issues 
addressed  and  examined  at  the  Conference: 

Leadership  Skills  Seminar 
for  Women  Physicians 

For  the  first  time,  the  Leadership  Conference 
offered  a Leadership  Skills  Seminar  for  Women 
Physicians  which  was  held  on  Friday  morning  and 
sponsored  by  the  FMA  Committee  on  Membership 


Palma  E.  Formica,  M.D.  speaks  at  the  Leadership  Skills  Semi- 
nar for  women  Physicians. 


Dr.  Stuff,  a family  physician  who  once  served  as 
Speaker  of  the  House  of  her  state  medical  society 
and  who  serves  as  an  AMA  delegate,  gave  some 
specific  pointers  for  women  who  want  to  become 
more  involved  in  organized  medicine.  “Train  to  be  a 
good  (media)  interview,"  she  advised,  “and  keep 
one  professional  name  throughout  your  career." 
“Avoid  being  a one-issue  person  or  candidate.  You 
will  be  identified  with  that  one  issue.  Share  your 
desires  and  ambitions  with  more  than  one  person. 
Be  assertive  and  initiate  action."  Service  and  other 
organizations  are  always  looking  for  free  speakers 
and  women  should  take  advantage  of  these  oppor- 
tunities by  volunteering  when  medical  speakers  are 
sought.  “Do  not  be  afraid  of  going  it  alone  socially" 
she  said  to  those  women  who  are  uncomfortable  ar- 
riving at  a social  event  unescorted. 

Speaking  on  stress  and  burnout,  Dolores  A. 
Morgan,  M.D.,  of  Miami,  said  the  number  one  pro- 
blem she  sees  in  treating  physician  patients  is  that 
“physicians  use  their  time  to  minister  to  others' 
needs  and  ignore  their  own."  “You  have  got  to  take 
care  of  yourself,"  she  said.  “No  one  else  will." 
Asserting  that  “personal  apppearance  has  a lot  to  do 
with  how  you  feel,"  Dr.  Morgan  said  women  physi- 
cians should  pay  particular  attention  to  their  hair, 
make-up,  and  their  clothes.  Women  physicians 
should  empathize  with  their  patients  and  when  ap- 
propriate, share  their  emotions.  “We  should  not  be 
hesitant  about  expressing  our  feelings,"  the  Im- 
paired Physicians  Program  Medical  Director  con- 
cluded. 

State  Representative  Bernard  Kimmel,  M.D.,  of 
West  Palm  Beach,  and  Gerold  L.  Schiebler,  M.D.,  a 
registered  lobbyist  in  the  Florida  Legislature,  teamed 
up  to  encourage  women  to  become  more  actively  in- 


volved in  the  legislative  process.  Dr.  Kimmel 
acknowledged  that  most  legislators  “have  a dim 
view  of  doctors"  and  said  that  women  are  in  a good 
position  to  alter  that  image.  “Be  involved  on  a year 
round  basis,"  he  suggested.  “Keep  the  lines  of  com- 
munication open."  He  advised  against  writing  form 
letters  to  legislators  in  support  of  or  in  opposition  to 
issues,  and  he  said  “everyone  should  run  for  public 
office  at  least  once." 

“You  can  make  a lasting  and  continuing  con- 
tribution to  FMA's  lobbying  efforts,"  said  Dr. 
Schiebler,  Professor  and  Chairman  of  Pediatrics  at 
the  University  of  Florida  College  of  Medicine  in 
Gainesville.  “Women  M.D.s  have  shown  increased 
effectiveness,"  he  said,  “and  I believe  that  you  can 
be  equally  or  more  effective  legislatively  (compared 
with  men)."  The  Florida  Senate  is  now  one-quarter 
women,  he  said,  and  most  are  highly  competent  and 
intelligent.  The  House  has  20  female  members  for  a 
total  distaff  contingent  numbering  32  in  both 
houses.  In  dealing  with  the  Legislature,  Dr. 
Schiebler  advised  women  physicians  to  be  informed 
and  professional,  to  know  what  they  are  talking 
about,  to  be  patient  and  willing  to  wait,  to  recognize 
the  importance  of  the  legislative  staff,  to  be  thankful 
for  access,  to  refrain  from  anger  if  the  legislator  is 
not  in  agreement,  and  to  be  there  when  the 
Legislature  is  voting. 

The  half-day  conference  was  planned  and 
chaired  by  Kay  K.  Hanley,  M.D.  of  Clearwater,  and 
Margaret  C.  S.  Skinner,  M.D.,  both  members  of  the 
FMA  Committee  on  Membership  Development. 

FMA  and  FMA- A sponsor 
workshops  on  Parliamentary 
Procedures  and  How  to  Deal 
with  the  Media 

Rufus  K.  Broadaway,  M.D.,  Registered  Profes- 
sional Parliamentarian  and  author  of  How  to  Run  a 
Medical  Meeting  discussed  such  topics  as  debating, 
taking  a vote,  determining  a quorum,  the  type  of 
motions,  the  order  of  business  and  general  strategy 
carried  out  during  a meeting.  Assisting  Dr. 
Broadaway  at  this  well-attended  and  highly  suc- 
cessful workshop  was  Franklin  B.  McKechnie, 
M.D.,  Vice  Speaker  of  the  FMA  House  of  Delegates. 

Another  workshop  on  “How  to  Deal  with  the 
Media"  was  conducted  by  Mr.  Clarence  Jones,  of 
Marathon,  nationally  recognized  broadcast  jour- 
nalist, investigative  reporter,  author,  and  the  only 
reporter  who  has  ever  won  three  duPont-Columbia 
Awards  (broadcasting's  equivalent  of  the  Pulitzer)  in 
1975,  1978,  and  1981.  Following  his  entertaining 
style,  Mr.  Jones  involved  the  audience  in  interviewing 


techniques  and  coached  physicians  and  auxilians  on 
how  to  speak  before  the  camera.  "Try  to  get  across 
just  one  thought  and  use  just  one  sentence"  he 
recommended.  "Most  on-camera  responses  are  rare- 
ly over  ten  seconds,  but  you  can  easily  get  your 
message  across  in  that  period  of  time."  Mr.  Jones 
cautioned  that  before  the  camera  one  of  the  greatest 
mistakes  made  is  attempting  to  say  too  much. 


Scientific  Section 


A Friday  afternoon  scientific  section  on 
"Clinical  and  Fundamental  Approaches  to  Cellular 
Engineering"  was  presented  by  Robert  A.  Good, 
M.D.,  Ph.D.,  Professor  of  Pediatrics  and  Graduate 
Research  Professor  at  the  University  of  South 
Florida  College  of  Medicine.  The  world-recognized 
immunologist,  researcher,  teacher  and  pediatrician 
presented  an  exciting  program  on  recent 
developments  in  cellular  engineering  which  are  hav- 
ing an  impact  on  the  treatment  of  such  diseases  as 
cancer  and  diabetes.  Dr.  Good  emphasized  the 
future  direction  of  research  he  will  be  conducting  as 
Physician-in-Chief  and  Chairman  of  the  USF  Depart- 
ment of  Pediatrics  at  All  Children's  Hospital. 

FMA  President  Frank  C. 
Coleman,  M.D.  opens  General 
Session 

Saturday  morning  began  with  welcoming 
remarks  from  FMA  President  Frank  C.  Coleman, 
M.D.  who  introduced  the  keynote  speaker  at  the 
First  General  Session.  Dr.  Coleman  welcomed  Paul 
Starr,  Ph.D.,  Professor  of  Sociology  at  Harvard 
University  and  author  of  the  bestselling  book  The 
Social  Transformation  of  American  Medicine.  Dr. 
Starr  told  the  audience  about  the  frustration  the 
public  is  experiencing  over  the  health  care  system. 
Much  of  the  frustration  and  confusion  is  due  to  com- 
petition and  the  rapidly  changing  redistribution  of 
services.  Traditional  boundaries  between  adjacent 
groups  such  as  insurance  companies,  hospitals  and 
physicians  are  becoming  blurred.  New  suppliers  are 
taking  away  patients  from  private  physicians. 
Although  hospitals  still  accept  individual  patients 
from  individual  physicians,  the  same  hospitals  are 
getting  more  patients  from  so-called  bulk  purchases 
through  a variety  of  prepaid  plans.  The  future  holds 
enormous  corporate  upheaval  with  the  rapid  growth 
of  health  care  systems,  the  vertical  integration  of 
services  into  single  organizations  and  diversification 
of  traditional  health  care  organizations  into  other 
health-related  and  non-health-related  businesses. 


Frank  C.  Coleman,  M.D.  opens  General  Session. 

The  second  General  Session  on  Saturday  afternoon 
included  a stimulating  presentation  on  Doctor- 
Patient  Communications.  Featured  speaker  was 
David  Pendelton,  Ph.D.,  Professor  at  Kings  Fund 
College  in  London.  Dr.  Pendelton's  major  theme 
was  how  physicians  can  improve  their  communica- 
tion skills  to  produce  more  satisfied  patients. 

Workshops  offered  on 
Legislation,  Public  Relations, 
Medical  Economics  and 
Hospital  Medical  Staffs 

Legislation  • FMA  Council  on  Legislation  Chair- 
man Louis  C.  Murray,  M.D.  opened  the  Legislation 
workshop  by  outlining  the  major  legislative  areas  of 
concern  in  1985.  Professional  liability  remains  as 
the  number  one  concern  of  physicians  at  both  the 
national  and  state  levels.  Several  approaches  to  the 
problem  are  expected  to  be  proposed  in  the  upcom- 
ing legislative  session  which  include  tort  reform  and 
a modified  workers'  compensation  approach.  The 
constitutional  amendment  route  still  remains  a 
viable  approach  if  the  problem  is  not  satisfactorily 
resolved  this  year.  Other  major  areas  of  concern  in- 
clude the  Pharmacy  Health-Care  Consultant  Bill, 
staff  privileges  for  non-physicians,  use  of  drugs  by 
optometrists,  health  insurance  coverage  for 
chiropractors,  and  the  issues  relating  to  foreign 
medical  graduates. 

Dr.  Alvin  Smith  of  Volusia  County  offered  an 
enthusiastic  challenge  to  county  medical  societies 
to  get  organized,  examine  the  issues,  and  com- 
municate. He  urged  county  medical  society  leaders 
to  choose  key  contact  physicians  who  are 
knowledgeable  and  willing  to  make  the  necessary 
calls. 


FMA  Auxiliary  State  Legislation  Chairman 
Carolyn  Spore  stressed  the  importance  of  Auxiliary 
involvement  in  legislative  efforts.  Mrs.  Spore 
outlined  the  development  of  the  Auxiliary  and  told 
the  audience  that  auxilians  are  knowledgeable,  in- 
telligent and  extremely  concerned  about  the  issues. 
Auxiliary  support  and  involvement  in  Tallahassee 
and  the  local  community  is  an  invaluable  resource. 

FMA  Deputy  Executive  Director  for  Legislative 
and  Public  Affairs  Scotty  Fraser  presented  an  over- 
view of  upcoming  efforts  toward  tort  reform.  Mr. 
Fraser  warned  the  audience  that  FMA  efforts  on  pro- 
fessional liability  have  too  often  been  seen  as  inflex- 
ible and  a more  flexible  approach  must  be  adopted  to 
be  successful. 

Senator  George  Kirkpatrick  (D-Gainesville)  pro- 
vided an  entertaining  and  highly  informative  presen- 
tation on  "Communicating  with  the  Legislator." 
Senator  Kirkpatrick  told  county  medical  society  and 
Auxiliary  leaders  that  most  legislators  have  a nega- 
tive perception  of  physicians  and  while  their  impres- 
sions are  not  always  accurate,  he  warned  that  "per- 
ception is  reality."  Physicians  have  a difficult  job 
ahead  trying  to  improve  their  image  in  Tallahassee 
but  improved  communication  is  the  key.  Organized 
medicine  can  do  much  to  improve  its  image  and 
effectiveness  through  support  of  issues  which  do  not 
affect  the  physician's  pocketbook. 


Public  Relations  • A public  relations  workshop  was 
narrated  by  FMA  Public  Relations  Officer,  Robert  E. 
Windom,  M.D.. 

Featured  on  the  program  were  Roy  Pfautch, 
President  of  Civic  Services,  Inc.  of  St.  Louis  and 
Washington,  DC;  Jane  Coughlin,  Director  of  Con- 
sulting Services  for  the  American  Medical  Associa- 
tion; Hank  Drane,  FMA  Media  Consultant,  and 
representatives  of  county  medical  societies  involved 
in  public  relation  programs. 

The  workshop  gave  Roy  Pfautch,  who  has 
assisted  FMA  with  public  information  projects  for  the 
past  decade,  an  opportunity  to  respond  to  criticism 
of  FMA  television  advertising  in  the  Reason  '84 
campaign.  The  complaint  was  that  plaintiffs  at- 
torney ads  opposing  Amendment  9 appeared  to  be 
more  numerous  and  effective  than  the  Reason  '84  ad 
boosting  the  Amendment.  Mr.  Pfautch  explained 
that  television  spots  during  a campaign  are  most  ef- 
fective in  influencing  opinion  during  the  final  ten 
days  of  the  campaign.  The  cream  of  Reason  '84  TV 
spots  never  ran,  he  said,  because  of  the  Supreme 
Court  action  in  removing  Amendment  9 from  the 
ballot  a month  before  the  general  election. 

Ms.  Coughlin  reported  on  a number  of  public 
relations  programs  sponsored  by  the  AMA  and  local 
medical  societies  throughout  the  nation  and  the  ef- 
fectiveness of  these  ads  and  programs  in  educating 


the  public  on  the  positive  activities  in  which  the 
medical  profession  is  involved.  Advertisements  and 
campaigns  were  shown  on  a television  monitor  for 
dicussion. 

Mr.  Drane  outlined  briefly  the  contents  of  an 
FMA  Public  Relations  Guide  which  was  written  and 
published  by  FMA  in  1983.  Copies  of  the  Guide  were 
distributed  to  participants.  Mr.  Drane  said  addi- 
tional copies  were  available  to  local  doctors  and 
medical  societies  upon  request  to  the  Jacksonville 
office.  The  Guide  explains  how  to  effectively  deal 
with  the  media  in  setting  up  news  conferences, 
editorial  board  meetings,  interviews,  and  respon- 
ding to  criticism  in  letters  to  the  Editor  columns. 
Included  also  are  tips  on  better  writing  and  how  to 
improve  the  chances  of  your  news  releases  being 
printed. 

An  outstanding  feature  of  the  workshop  was  a 
series  of  briefings  by  representatives  of  six  county 
medical  societies  and  associations  on  public  rela- 
tions programs  they  have  initiated.  FMA  would  ap- 
preciate reports  from  other  societies  who  are  engaged 
in  PR  programs  that  have  strengthened  relations 
with  citizens  and  the  media  in  their  areas,  so  that 
this  material  can  be  passed  on  to  all  members  of 
organized  medicine  throughout  the  state.  The 
various  groups  participating  and  a summary  of  these 
programs  include: 

Alachua  County  Medical  Society:  Peggy  J. 
Davenport,  Executive  Director,  outlined  her  soci- 
ety's "work-day"  program  in  which  leading  citizens 
are  invited  to  make  the  rounds  with  a local  doctor  to 
observe  the  profession  in  action.  The  Society  has 
been  rewarded  with  33  work-day  success  programs, 
she  reported. 

Sarasota  County  Medical  Society:  Michael  W. 
Bryant,  M.D.,  President  of  the  Society,  and  Marcia 
Gordon,  Executive  Director,  briefed  participants  on  a 
Medical  Index  Panel  in  cooperation  with  The  North- 
ern Trust  Bank.  Five  panel  programs  on  health  care 
have  been  held  which  were  open  to  the  public  and  at- 
tendance has  ranged  from  70  to  more  than  120. 

Duval  County  Medical  Society:  Carolyn 
Kirkland-  Webb,  PR  Officer,  explained  how  local  doc- 
tors, along  with  the  Jacksonville  Journal,  are  writing 
a "health  line"  column  for  the  Journal’s  weekly 
health  care  page.  Response  from  readers  and  local 
doctors  has  been  highly  gratifying,  she  said. 

Hillsborough  County  Medical  Association:  Pat 

Driscoll,  PR  Officer,  briefed  the  audience  on  the  new 
look  and  success  of  the  Hillsborough  County  Medical 
Association  Bulletin,  which  has  been  redesigned  and 
expanded  in  size.  The  magazine  is  not  only  attracting 
new  readers  but  advertising  revenues  average  $2,500 
monthly. 


Escambia  County  Medical  Society:  Although  no 
representative  of  the  society  spoke  at  the  workshop, 
copies  of  its  "Guide  to  Pensacola  Health  Services 
and  Facilities"  were  available  for  inspection.  The 
Guide  is  published  in  the  Pensacola  News-Journal 
periodically  as  a supplement.  Cooperating  with  the 
society  in  publishing  the  guide  are  four  area 
hospitals,  various  organizations  and  industries. 

Dade  County  Medical  Association:  The  Association 
has  organized  a media  advertising  campaign,  chiefly 
to  provide  information  on  HMOs,  PPOs  and  other 
health  care  data.  A recording  is  available  to  callers 
who  respond  to  the  advertising  campaign.  Speaking 
on  behalf  of  the  Association  at  the  workshops  were 
Harold  Norman,  M.D.,  President-Elect  and  Patricia 
Handler,  Assistant  Executive  Vice  President. 


Medical  Economics  • Charles  P.  Hayes  Jr.,  M.D., 
Chairman,  FMA  Committee  on  Peer  Preview 
Organizations,  served  as  moderator  of  a program  en- 
titled "Changes  in  Health  Economics  and  Organiza- 
tions" presented  by  William  D.  Fullerton,  Adjunct 
Associate  Professor,  University  of  North  Carolina 
College  of  Medicine  at  Chapel  Hill,  and  Principal 
Officer  in  the  consulting  firm  of  Health  Policy  Alter- 
natives, Inc.,  Washington,  DC.  Mr.  Fullerton  stated 
that  personal  health  care  expenditures  for 
Americans  in  1980  were  $215  billion  dollars,  that  for 
1985  the  projected  costs  are  estimated  at  $390 
billion  dollars,  and  for  1990  costs  would  reach  $675 
billion  dollars.  These  costs  are  contributed  to  a very 
large  extent  by  the  four  major  players  in  health  care: 
1)  Buyers;  2)  Insurers;  3)  Patients;  and  4)  Providers. 

The  buyers  of  health  care  services  are  business, 
government  and  individuals.  All  three  are  finding 
themselves  in  an  ever  increasing  competitive 
market  as  well  as  traditional  health  care  insurers. 
Employers  are  trying  to  hold  down  costs,  but  in- 
surers are  still  paying  about  31%  of  health  care 
bills.  Changes  in  the  patient  population  will  have  a 
major  impact  on  health  care  costs.  Almost  all  net  in- 
creases in  services  will  be  due  to  the  growing 
population  over  sixty-five.  Providers  are  experienc- 
ing a significant  reduction  in  utilization  due 
primarily  to  prevention  programs  and  alternative 
delivery  systems. 

Mr.  Fullerton  summed  up  by  stressing  that 
physicians  must  join  together  in  order  to  compete 
with  the  market  forces  that  are  impacting  on  the 
buyers,  insurers,  patients,  and  providers  of  health 
care  services.  Knowledge  of  the  economics  involved 
and  market  forces  are  essential  in  order  for  an  in- 
formed professional  organization  to  deal  effectively 
with  the  future  that  awaits. 


Hospital  Medical  Staffs  • Thomas  M.  Daniel,  M.D., 
Chairman,  FMA  Council  on  Hospital  Medical  Staffs, 
moderated  a program  entitled  "Current  Future 
Trends  in  Hospital  Medical  Staffs."  Featured  speaker 
was  Thomas  R.  Reardon,  M.D.,  AMA  Delegate  from 
Oregon  to  the  Hospital  Medical  Staff  Section.  The 
discussion  at  the  workshop  centered  on  the  develop- 
ment of  the  FMA  Council  on  Hospital  Medical  Staffs 
and  how  the  Council  will  be  operating  within  the 
FMA  structure.  Dr.  Reardon  discussed  current  trends 
of  Hospital  Medical  Staffs  on  a national  level  in- 
cluding future  trends  in  Hospital  Medical  Staffs  re- 
lations. He  also  presented  an  overview  on  Hospital 
Medical  Staffs  needs  including  the  participation  in 
developing  AMA  policy,  education  and  information, 
providing  a forum  for  discussion,  and  providing 
leadership,  direction  and  representation.  He  dis- 
cussed current  government  reimbursement  pro- 
grams and  future  increased  regulatory  activity  by  the 
Health  Care  Finance  Administration.  Dr.  Reardon 
commented  on  how  hospitals  are  becoming  larger 
and  more  complex  and  are  providing  more  intensive 
medical  activities.  He  also  discussed  the  role  of 
JCAH  and  future  hospital  management.  Problems 
physicians  are  facing  include  receiving  less  author- 
ity and  respect,  lack  of  effective  relationships  with 
their  hospitals,  being  forced  to  develop  cost  con- 
tainment programs  as  well  as  the  practice  of  defen- 
sive medicine  to  offset  the  malpractice  crisis.  Other 
issues  discussed  included  the  expansion  of  HMOs 
and  PPOs,  joint  ventures  with  hospitals  and  physi- 
cians, increased  roles  of  peer  review  organizations 
and  hospital  management,  the  professional  liability 
crisis,  the  Medicare  fee  freeze,  and  privileges  for 
limited  license  practitioners. 

Dr.  Daniel  provided  information  on  the  develop- 
ment of  the  Florida  Medical  Association's  Council  on 
Hospital  Medical  Staffs  and  reviewed  the  goals  and 
objectives  of  the  Council.  He  also  discussed  the  re- 
cent recommendation  of  the  Council  to  the  Board  of 
Governors  to  encourage  county  medical  societies  to 
develop  local  Hospital  Medical  Staffs  Committees  to 
provide  a forum  for  the  discission  of  issues  on  a local 
level  in  addition  to  increasing  bi-directional  com- 
munications between  the  local  county  hospital 
medical  staffs  and  state  council.  Further  discussion 
centered  on  the  importance  of  the  Council  encourag- 
ing participation  from  Hospital  Medical  Staffs  physi- 
cians that  are  not  currently  members  of  the  FMA. 

President's  Prayer  Breakfast 

The  Reverand  H.  William  Vassey  of  the  Village 
Presbyterian  Church  in  Tampa  presented  the  in- 
vocation before  a large  audience  of  county  medical 
society  and  Auxiliary  leaders.  James  Strange,  Ph.D., 
Professor  of  Religious  Studies  and  Dean,  College  of 
Arts  and  Letters,  University  of  South  Florida,  pre- 


sented  an  interesting  and  unusual  talk  entitled 
"Biblical  Meditation."  Following  an  overview  of 
traditional  forms  of  meditation  and  their  benefits, 
Dr.  Strange  promoted  a new  form  of  meditation 
which  relies  on  biblical  affirmations.  This  new 
meditation  offers  physiological  and  emotional  bene- 
fits at  least  as  effective  as  other  forms  of  meditation. 


Final  General  Session 
focuses  on  Legislation 

Luis  M.  Perez,  M.D.,  FMA  President-Elect 
opened  the  final  General  Session  of  the  1985  Leader- 
ship Conference  before  a standing  room  only  au- 
dience. Welcoming  remarks  followed  by  Louis  C. 
Murray,  M.D.,  Chairman,  FMA  Council  on  Legisla- 
tion who  introduced  the  first  speaker,  FLAMPAC 
President,  Robert  E.  Windom,  M.D. 

Dr.  Windom's  presentation  was  entitled 
"Prescription  for  Success,"  in  which  he  identified 
areas  where  FLAMPAC  activity  has  been  successful. 
He  pointed  out  that  physician  candidates  had  been 
successful  as  members  of  the  Legislature.  They  are 
Senator  "Doc"  Myers,  Representative  Bernard 
Kimmel,  Representative  David  Thomas  and  Repre- 
sentative Betty  Metcalf  who  is  a wife  of  a physician. 
Dr.  Windom  said  that  the  best  prescription  for  suc- 
cess, for  improving  the  health  of  FLAMPAC,  is  for 
the  membership  and  their  spouses  in  the  Auxiliary 
to  become  involved  in  the  political  process,  either  as 
candidates  themselves  or  as  active  campaigners  for 
others. 


Luis  M.  Perez,  M.D.,  FMA  President-Elect  opens  the  final  Gen- 
eral Session. 


The  Honorable  William  G.  "Doc"  Myers, 
M.D.,  State  Senator  (R-Tequesta)  next  addressed  the 
audience  by  speaking  about  "Non-professional 
Liability  Issues."  Senator  Myers  pointed  out  that 
many  allied  health  professionals  are  very  envious  of 
physicians  as  the  leader  of  the  health  team.  There- 
fore, there  is  a continual  onslaught  of  legislation  in- 
fringing upon  services  that  only  physicians  are 
qualified  to  deliver.  For  example,  there  is  currently 
legislation  proposing  that  pharmacists  be  allowed  to 
prescribe  certain  medications;  addition  of  disciplines 
to  hospital  staff  other  than  physicians,  such  as  nurse 
anesthetists,  psychologists,  and  advanced  nurse 
practitioners;  and  a chiropractic  school.  Other  issues 
involve  the  Medical  Practice  Act  sunset  entailing  in- 
creased disciplinary  authority  of  the  Board  of  Medi- 
cal Examiners,  the  Mayo  Clinic,  foreign  medical 
graduates  and  trauma  centers. 

The  next  speaker  was  John  E.  Thrasher,  Esq., 
FMA  Deputy  Executive  Director  and  General 
Counsel,  whose  presentation  was  entitled  "Profes- 
sional Liability  'What  Do  We  Do  Now?'"  Mr. 
Thrasher  said  that  it  brought  to  the  public's  atten- 
tion the  seriousness  and  magnitude  of  the  problem 
in  Florida,  which  adversely  affects  not  only  physi- 
cians, but  patients  in  general  by  increasing  the  costs 
of  care.  Mr.  Thrasher  further  cited  the  insufficiences 
of  the  legal  system  in  dealing  with  malpractice. 
There  seems  to  be  the  expectation,  he  said,  that  in 
all  medical  procedures,  the  outcome  will  be 
favorable.  Yet  there  are  many  new  procedures  and 
treatment  modalities,  that  were  once  unheard  of, 
which  can  continue  life  but  are  often  performed  on 
the  elderly  who  otherwise  would  not  be  alive  had 
there  not  been  the  tremendous  strides  in  medical 
care.  Therefore,  the  question  becomes:  "What  is 
malpractice?"  Mr.  Thrasher  concluded  that  the 
essence  of  the  problem  must  be  met  by  organized 
medicine  with  a sense  of  unity  to  preserve  the  right 
of  patients  to  receive  appropriate  care;  the  sense 
among  physicians  that  whatever  risks  they  must 
take  to  save  a life  will  not  result  in  a law  suit;  and 
finally  an  understanding  among  the  public  regarding 
the  tremendous  advances  in  medical  science  and  the 
myriad  complexities  involved  in  successfully  ad- 
ministering that  technology  to  people. 

The  final  speaker  was  Senator  Dempsey  J.  Barron 
(D-Panama  City)  who  is  Dean  of  the  Florida  Senate 
and  has  served  longer  than  any  other  member 
Senator  Barron  began  his  presentation  by  asserting 
that  the  number  one  problem  of  this  state  and  of  this 
nation  is  the  cost  of  the  delivery  of  health  care.  And 
further,  that  this  problem  is  not  limited  to  this  na- 
tion, but  crossed  boundaries  and  oceans  around  the 
world.  Senator  Barron  feels  that  the  resolution  in 
Florida  is  to  get  professional  liability  out  of  the  tort 
system,  and  that  the  only  probable  way  this  will  oc- 
cur is  through  a constitutional  amendment. 


Senator  Barron  said  that  for  the  legislature  to 
resolve  this  issue,  it  would  take  the  full  active  sup- 
port of  the  Governor.  The  Senator  revealed  that  he 
has  a proposal  which  he  will  sponsor  in  the  Senate, 
based  on  the  Workers'  Compensation  approach.  He 
made  it  clear  that  the  likelihood  of  its  passing  both 
chambers  of  the  legislature  was  remote  at  best.  He 
said  that  there  are  two  kinds  of  damage  awards: 
special  and  general.  It  is  the  general  damage  awards 
that  result  in  the  large  sums  of  money  that  we  have 
heard  about  in  malpractice  cases.  Therefore,  cases 
should  be  limited  to  special  compensation.  General 
damages  would  include  "pain  and  suffering,"  which 
is  compensated  for  whatever  amount  a jury  con- 
siders to  be  equivalent  to  pain  and  suffering. 


In  summary,  it  is  clear  that  Senator  Barron  has 
assumed  a leadership  role  in  trying  to  resolve  the 
issue  of  malpractice,  but  he  cannot  do  it  alone. 
Moreover,  he  challenged  the  medical  profession  to 
use  its  power  and  hammer  home  a resolution  to  the 
problem,  which  until  now  has  been  manipulated  by 
the  legal  profession  and  not  for  the  benefit  of  the 
patient  or  his  family.  With  this  political  guidance, 
organized  medicine  must  utilize  its  combined 
strength  to  remove  this  impediment  to  physicians 
attempting  to  improve  the  health  status  of  their 
patients. 


Leadership  Conference  Highlights 


(1)  Paul  Starr,  Ph.D.  addresses  the  first  General  Session,  (2)  Guy  T.  Selander, 
M.D.,  fma  vice  Speaker;  Roger  A.  Goetz,  M.D.,  New  Medical  Director  of  im- 
paired Physicians  Program,  and  Yank  D.  Coble  Jr.,  M.D.,  Treasurer  (3)  Senator 
Dempsey  J.  Barron  spoke  on  legislation;  (4)  FMA  President  Frank  C.  Coleman, 
M.D.  speaks  to  FMA  Media  Consultant,  Hank  Drane  (5)  FMA  Auxiliary  State 
Legislation  Chairman,  Carolyn  Spore. 


< 


INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 


AUTOMOBILE  EXPENSE  DEDUCTION. 


■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE.  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


■ LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 


■ LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMIN  ATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


■ NO  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

$232/mo. 

Cutlass/Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 

Lincoln  Town  Car  Sedan 

387/ mo. 

Cadillac  Sedan  D’ville 

392/mo. 

BMW  3l8i 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

391/mo. 

Porsche  91  ISC  Cpe. 

684/ mo. 

Mercedes  190 

479/ mo. 

Mercedes  300  SD 

699/mo. 

Mercedes  380  SL 

834/mo. 

In  Florida 

For  Leasing  Information: 
Call  Toll-Free 
1-800-432-9629 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


American  ‘ifllebi-lleatfe' 


Leasing  Services  Available  Exchuiui  c/futomoIjiL  Xmiina  foi  tb. <Milical ^Piofaiion.  • 

Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 


The  AMA  puts  current  information  at  your  fingertips 


The  first  nationwide  medical  information  network  brings  a new  dimension  to  the  way  in  which  physicians  can  kef 
abreast  of  the  latest  knowledge  in  their  profession.  Through  the  use  of  a low-cost  computer  terminal  you  can  ha’ 
access  to  authoritative  and  up-to-date  information.  The  American  Medical  Association’s  computerized  data  bas 
place  a wide  range  of  professional  resources  at  your  fingertips  . . . 

DATA  BASES: 


Drug  Information 

• Contains  up-to-date  information 
on  the  clinical  use  of  drugs 

• More  than  1,200  individual  drug 
preparations  marketed  over  some 
5,000  trade  names 

• Can  identify  drugs  according  to 
indications  for  therapy,  special 
patient  circumstances,  or  for  cer- 
tain drug  actions  and  interactions 

Excerpta  Medica  Physicians 

Information  Retrieval  and 

Educational  Service 

• Index  to  clinical  literature  — aids 
subscribers  in  locating  recent 
articles  and  peer  reviewed  papers 
that  have  appeared  in  more  than 
300  medical  journals  worldwide 

• Periodicals  selected  for  inclusion 
in  this  service  cover  over  78 
specialties  and  subspecialties 

• Helps  physicians  locate  relevant 
articles  quickly  and  to  stay 
abreast  of  new  developments  — 
saves  time 


Continuing  Medical  Education 

• Developed  by  Massachusetts 
General  Hospital  in  conjunction 
with  the  Harvard  Medical  School 

• Allows  physicians  to  earn  Cate- 
gory I ACCME  credits 

• Provides  individualized  self-paced 
learning  experiences  based  upon 
computer  simulated  patient  cases 

• Physicians  will  interact  with 
teaching  situation  through  four 
predetermined  styles:  multiple 
choice,  vocabulary,  fee  text,  and 
tutorial 

• Provides  confidential  means  of 
self-assessment  for  practicing 
physicians 

• Solutions  to  problems  presented 
in  each  teaching  scenario  can  be 
reviewed  and  evaluated  instantly 

Socio-Economic  Bibliographic 

Information 

• Guide  for  locating  current 
articles  on  the  nonclinical  aspect 
of  health  care 


• Includes  4,200  citations  from 
more  than  700  health  care 
publications 

• Subject  areas  include  economic 
education,  ethics,  international 
relations,  legislation,  medical 
practice,  political  science,  psy- 
chology, public  health,  socioloj 
and  statistics 

• Convenient  ordering  of  full  tex 
reprint  of  articles  directly  from 
the  AMA  through  MED/MAII 

Medical  Procedural  Coding  and 

Nomenclature 

• Provides  uniform  coding  and 
nomenclature  system  for  reporl 
ing  medical  services  and  proce- 
dures performed  by  physicians 

• Contains  6,000  descriptions  of 
procedures 

Disease  Information 

• Contains  descriptions  of  diseas' 
disorders  and  conditions 


GTE  Telenet 


Medical  Information  Network 

SB 


FOR  SUBSCRIPTION  INFORMATION, 
PLEASE  CONTACT  THE 
FLORIDA  MEDICAL  ASSOCIATION,  INC. 
JACKSONVILLE,  FLORIDA 
TELEPHONE  904/356-1571 


The  Loaical 


Recommen 
Step-t  thei 
hypertensior 


The  addition  of  a diuretic 
enhances  the  efficacy 
of  the  beta-blocker. 


IN  HYPERTENSION 
END  POINT: 

CONTROL, 

COMPLIANCE. 

CONVENIENCE 

When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide,  CORZ1DE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 

CORZIDE 

(nadolol-bendroflumethiazide  tablets) 


Makes  good  sense 


SQUIBB 


Innovators  in  cardiovascular  medicine 


•Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of  High  Blood  Pressure: 

The  1984  report  of  the  Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of 
High  Blood  Pressure.  Arch  Intern  Med  144:1045-1057, 1984. 

Please  see  brief  summary  of  prescribing  information  on  following  page 


CORZIDE 

(nadolol-bendroflumethiazide  tablets) 


CORZIDE®  40/5 
CORZIDE®  80/5 

Nadolol-Bendroflumethlazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  tor  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic blocking  agent,  and  NATURETIN®  (bendroflumethiazide),  a thiazide  diuretic-antihyper- 
tensive. Formulations:  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendrotlu- 
methiazide. 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendrotlu- 
methiazide  or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy,  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 

BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta2  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increasethe  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e.g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia:  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e.g.,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated.  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l.  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronarya  . 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  ad 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  1 1 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symi  \ 
of  impending  failure.  Advise  patients  of  proper  course  if  dose  inadvertently  missed 
Laboratory  Testa  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNII 
Bendroflumethiazide.  and  PRECAUTIONS,  General.  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  , 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeratic  i 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery)  Antldlat  j 
drugs  (oral  agents  and  Insulin)  — hypoglycemia  or  hyperglycemia;  adjust  antidiabetic  ! 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Cater . 
amlne-depletlng  drugs  (e.g.,  reserpine)  — additive  effect;  monitor  closely  for  evident  i 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  inte  i 
with  thiazide  diuretics:  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthos  • i 
hypotension  Antidiabetic  drugs  (oral  agents  and  Insulin)  — thiazide-iaduced  hype  i 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage  Other  entlhyperten  i 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyti . 
pletion,  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drug  . 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentia  ■ 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  decrt  i 
response  but  not  sufficient  to  preclude  their  use.  Skeletal  muscle  relaxants,  nondepr  l 
Izing  (e.g.,  tubocurarlne)  — possible  increased  response. 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyl 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  1 to  2 years  i 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effect  i 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  prei  • 
plastic,  or  nonneoplastic  pathologic  lesions.  Bendroflumethiazide  — Long-term  studiei 
animals  have  not  been  performed. 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C.  In  animal  reproduci 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  i 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indict  l 
human  dose;  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  welk  ■ 
trolled  studies  in  pregnant  women;  therefore,  use  nadolol  in  pregnant  women  only  it  poter. 
benefit  justifies  potential  risk  to  the  fetus.  Bendroflumethiazide  — Category  C Ani 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  admi. 
tered  to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendrc 
methiazide  should  be  given  to  a pregnant  woman  only  if  clearly  needed.  Nonteratogi 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  an 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  th 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reacti 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  n 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontiir 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadc- 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient : 
have  rarely  required  nadolol  withdrawal.  Cardiovascular.—  Bradycardia  with  heart  rate 
less  than  60  beats  per  minute  occurs  commonly, and  heart  rates  below  40  beats  per  min 
and/or  symptomatic  bradycardia  were  seen, in  about  2.  of  100  patients.  Symptoms 
peripheral  vascular  Insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  appr. 
mately  2 of  too  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbam 
have  each  occurred  in  about  1 of  100  patients.  Single  instances  of  first  degree  and  tl 
degree  heart  block  have  been  reported;  intensification  of  AV block  is  a known  effect  of  bt 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS).  Central  k 
vous  System — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients,  par 
thesias,  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patier 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (s 
CONTRAINDICATIONS  and  WARNINGS).  Gastrointestinal  — Nausea,  diarrhea,  abdomi 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  er 
reported  in  1 to  5 of  1000  patients.  Miscellaneous  — Each  of  the  following  reported  in  1 1 
of  1 000  patients:  rash;  pruritus;  headache;  dry  mouth,  eyes,  or  skin;  impotence  or  decreas 
libido,  facial  swelling;  weight  gain;  slurred  speech;  cough;  nasal  stuffiness;  sweating;  tinnit 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  be 
reported  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  be 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur:  Central  Nerve 
System  — reversible  mental  depression  progressing  to  catatonia;  visual  disturbanc 
hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  a: 
place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  decreas 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  thrombos 
ischemic  colitis.  Hematologic  — agranulocytosis;  thrombocytopenic  or  nonthrombocy 
penic  purpura.  Allergic  — fever  combined  with  aching  and  sore  throat;  laryngospas 
respiratory  distress.  Miscellaneous  — reversible  alopecia;  Peyronie's  disea: 
erythematous  rash;  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nause 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  p< 
creatitis  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthh 
sia.  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anem 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizi 
angiitis  (vasculitis,  cutaneous  vasculitis).  Cardiovascular — orthostatic  hypotension  m 
occur  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetic 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  Whe 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  thera 
withdrawn. 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension, 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may  pi 
gress  to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascul 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestin 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electroly 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  dete 
mining  duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol, 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Exce 
sive  Bradycardia  — Administer  atropine  (0.25  to  1 .0  mg).  If  there  is  no  response  to  vag 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digital 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situatio 
Hypotension  — Administer  vasopressors,  e.g.,  epinephrine  or  levarterenol.  (There  is  e> 
dence  that  epinephrine  may  be  the  drug  of  choice.)  Bronchospasm  — Administer  a betz 
stimulating  agent  and/or  a theophylline  derivative.  Stupor  or  Coma  — Supportive  therapy : 
warranted.  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed.  BUN  and/i 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  mainta 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 
DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patients  wi> 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  for  dosage  in  thes 
patients. 

Consult  package  Insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethiazld 

Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  bei 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  10f 
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When  they  look  to  you  for 
answers  about  Home  Health  Care, 
have  them  look  at  this. 


When  home  health  care  is  suggested, 

;our  patient’s  first  reaction  is  to  ask 
[questions.  How  does  it  work?  How 
do  I know  I’m  getting  what  I need? 

'What  about  my  family? 

The  Home  Health  Care  Poster 
enables  these  questions  to  be 
answered  in  a way  your  patients  will 
understand — and  in  a way  that  saves 
you  and  your  staff’s  time.  It  explains 
patient  care  assessment.  It  outlines 
the  role  of  the  physician.  It  relaxes 
apprehensions  about  having  a new  person 
\ in  the  home.  It  tells  patients  what  they  want 
■ to  know  about  home  health  care. 

Medical  Personnel  Pool®  provides  this 
, poster  as  a public  service  because  physicians 

have  indicated  a need  for  such  an  _ , _ -■ 

Medical  Personnel 


educational  tool.  As  one  of  the 
largest  providers  of  supplemental 
health  care  professionals  in  North 
America,  we  can  assemble  the  team 
that  makes  home  health  care  possible 
from  RN’s  and  therapists  to  compan- 
ions and  homemakers.  Helping  with 
insurance  paperwork  and  claim  veri- 
fication, educating  patients  and  their 
family  about  home  medical  proce- 
dures, and  providing  routine  and 
emergency  transportation  are  just 
some  of  the  added  benefits  of  MPP. 
Your  local  Medical  Personnel  Pool 
office  has  a complimentary  poster  and  “take 
home”  literature  to  help  with  your  patients’  ques- 
tions about  home  health  care.  Medical  Personnel 
Pool.  Look  to  us  for  answers. 

Pool® 
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Fourth  Annual 
Gastroenterology 
Seminar 


"Gastrointestinal  Malignancy" 
April  5-6, 1985 


The  program  is  designed  to  update  the  internist,  family 
practitioner,  surgeon  and  non-gastrointerologist  sub-specialist,  in 
recent  developments  in  Gastrointestinal  Cancer. 
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Mandating  twelve  hours  of  continuing  medical 
education  during  the  previous  24  months  and 
an  additional  three  hours  of  continuing  medi- 
cal education  in  the  area  of  risk  management. 

Expanding  the  energies  required  to  report  disci- 
plinary action  against  physician's  staff  mem- 
bers to  include  HMOs  and  Ambulatory  Surgical 
Centers. 

Eliminating  the  doctrine  of  joint  and  several 
liability. 

Mandating  the  establishment  of  internal  risk 
management  programs  in  all  hospitals  which 
must  include  a position  on  the  Risk  Manage- 
ment Committee. 

Changing  the  standard  of  proof  in  medical  mal- 
practice actions  from  "the  greater  weight  of 
the  evidence"  to  "clear  and  convincing  evi- 
dence." 

Requiring  that  medical  experts  in  medical  mal- 
practice cases  must  have  been  engaged  in  the 
practice  of  the  teaching  of  medicine  within  the 
24  month  period  preceeding  the  alleged  act  of 
malpractice. 

Placing  a limit  of  $500,000  on  non-economic 
damages  (excluding  punitive  damages)  in  any 
medical  malpractice  case. 


This  task  force  has  also  recommended  the  Leg- 
islature study  an  appropriate  limit  to  be  placed  on 
contingency  fees,  or  as  an  alternative,  that  the 
Legislature  adopt  an  appropriate  resolution  to  the 
Florida  Supreme  Court  requesting  that  the  Court 
impose  such  a limitation. 

The  second  task  force,  the  Governor's  Task 
Force  on  Medical  Malpractice,  was  appointed  by  the 
Governor  in  response  to  a bill  introduced  by  Senator 
Barron  late  in  the  1984  Legislative  Session  (S- 1022) 
that  would  establish  a no-fault  workers'  compensa- 
tion approach  as  a solution  to  the  medical  malprac- 
tice problem.  This  task  force  was  charged  by  the 
Governor  with  examining  all  the  issues  relating  to 
medical  malpractice  and  with  developing  policy 
recommendations  for  addressing  the  legal,  discipli- 
nary, regulatory,  financial  and  marketplace  consid- 
erations necessary  to  assure  a cost-effective,  fair, 
and  reasonable  system  of  compensation  for  patients 
injured  as  a result  of  negligence  by  physicians  within 
the  framework  of  justice  and  reason.  The  task  force 
has  not  yet  completed  its  work  but  is  expected  to 
make  a report  to  Governor  Graham  by  April  1,  1985. 
Three  physicians,  George  Crane,  M.D.,  Spurgeon 
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McWilliams,  M.D.,  and  Richard  Hodes,  M.D.,  have 
served  with  distinction  as  members  of  this  task 
force. 

The  emphasis  of  the  Governor's  Task  Force  de- 
liberations has  been  on  alternative  solutions  to  the 
medical  malpractice  problem,  such  as  the  workers' 
compensation  approach,  arbitration,  and  the  use  of 
screening  panels.  There  are  many  people,  including 
Governor  Graham,  who  believe  the  medical  mal- 
practice problem  can  best  be  solved  through  alter- 
native mechanisms  rather  than  through  modifyng 
the  adversarial  tort  system.  Studies  are  now  under- 
way to  establish  the  cost  of  these  alternative  ap- 
proaches. 

The  FMA's  professional  liability  legislative  pro- 
gram will  be  finalized  following  submission  of  the 
report  and  recommendations  of  the  Governor's  Task 
Force  on  Medical  Malpractice.  However,  guidelines 
have  been  approved  by  the  FMA  Board  of  Governors 
for  those  concepts  that  should  be  included  in  mean- 
ingful tort  reform  legislation: 

THAT  THE  FMA  SUPPORT  SOLUTIONS  FOR 
RESOLVING  THE  PROFESSIONAL  LIABILITY 
CRISIS  THAT  WILL  ACHIEVE  STABILITY  IN 
RESPECT  TO  THE  CURRENT  COST  OF  PRO- 
FESSIONAL LIABILITY  INSURANCE  AND 
WILL  PROVIDE  TO  PATIENTS  WHO  ARE 
TRULY  INJURED  IN  THE  MEDICAL  SYSTEM 
AN  OPPORTUNITY  TO  BE  ADEQUATELY 
AND  EFFICIENTLY  COMPENSATED  FOR 
THEIR  INJURIES;  AND  FURTHER,  THAT 
THE  FMA  SUPPORT  THE  FOLLOWING 
CONCEPT  AS  SOLUTIONS  THAT  MEET 
THE  CRITERIA  SET  OUT  ABOVE: 

A)  TORT  REFORM  PACKAGE 

1 . CAPS  ON  AWARDS 

2 . STRUCTURED  SETTLEMENTS 

3 . ELIMINATE  JOINT  AND  SEVERAL  LIA- 

BILITY*, OR 

B)  ALTERNATIVE  RESOLUTION  FOR 
MALPRACTICE  DISPUTES  THROUGH  ANY 
OF  THE  FOLLOWING,  BUT  NOT  LIMITED 
TO: 

1 . MODIFIED  "NO-FAULT"  OR  "WORKER 

COMPENSATION"  APPROACH 

2 . ARBITRATION 

3 . SCREENING  PANELS 

4 . "TRIP  INSURANCE" 

5 . OTHER  EFFECTIVE  ALTERNATIVES 

THAT  MIGHT  BE  IDENTIFIED. 

C)  ADDITIONAL  CONSIDERATIONS 

1 . STRENGTHENING  RISK  MANAGEMENT 

PROGRAMS 


2 . STRENGTHENING  THE  ABILITY  OF 

THE  BOARD  OF  MEDICAL  EXAMINERS 
TO  DEAL  WITH  INCOMPETENT  PHYSI- 
CIANS 

3 . CONSIDER  THE  FEASIBILITY  OF  MAN- 

DATORY INSURANCE  FOR  PHYSICIANS* 
(THIS  CONCEPT  IS  LINKED  SPECIFI- 
CALLY TO  ITEM  A(3)  JOINT  AND  SEV- 
ERAL LIABILITY). 

Several  months  ago  the  Florida  Medical  Associ- 
ation entered  into  an  agreement  with  Dr.  Henry 
Manne,  Director  of  the  Law  and  Economic  Center  at 
Emory  University,  Project  Director,  for  carrying  out 
an  extensive  research  project  on  medical  malprac- 
tice. We  expect  to  have  the  results  of  these  studies 
by  April  1,  1985,  so  that  the  information  will  be 
available  both  to  us  and  the  Legislature  this  year. 
These  studies  include  five  parts. 

First,  an  annotated  survey  of  all  the  economic 
literature  on  and  closely  related  to  the  issue  of 
medical  malpractice,  studies  on  the  number  of 
malpractice  suits  and  their  outcome  over  a 
number  of  years,  the  relationship  between 
malpractice  recovery  and  insurance  premiums, 
the  distribution  of  malpractice  recoveries  in- 
volving different  specialties  in  medicine,  re- 
coveries of  abnormally  high  damages  especially 
for  pain  and  suffering,  the  distribution  of  these 
recoveries  over  different  periods  of  time,  the 
amount  of  actual  negligence  by  a physician  and 
a variety  of  other  topics  all  addressed  for  the 
variety  of  techniques  and  approaches. 

The  second  part  of  the  report  will  be  parallel  to 
the  first,  but  the  emphasis  will  be  on  the 
scholarly  literature  that  reports  the  effects  of 
different  specific  policies  that  have  been  used 
to  address  the  medical  malpractice  problem. 
These  will  include  reports  on  efforts  to  cap 
malpractice  recoveries,  arbitration  and  other 
settlement  processes,  fine  reviews,  private 
contractual  efforts  as  partial  or  total  exculpa- 


tion, strict  liability  (with  or  without  specific 
damage  limits),  first  party  insurance  programs 
and  government  insurance  programs. 

The  third  part  of  the  report  will  be  a critical 
survey  of  Florida  law  both  in  torts  and  con- 
tracts as  it  relates  to  medical  malpractice. 

The  fourth  part  of  the  report  will  deal  with  in- 
surance regulation  in  Florida  and  its  relation- 
ship, if  any,  to  the  medical  malpractice  prob- 
lem. 

The  final  part  of  the  report  will  be  a descriptive 
catalog  of  every  policy  option  available  for 
dealing  with  the  issue  of  medical  malpractice. 

A unique  feature  of  this  catalog  of  options  will 
be  a measurement  of  how  much  or  how  little 
we  know  about  the  social  and  economic  im- 
pact of  each  of  the  policy  options. 

Much  of  the  information  that  will  be  contained 
in  this  important  study  is  not,  to  the  best  of  our 
knowledge,  currently  available  anywhere  and  should 
therefore  be  of  great  value  to  everyone  who  is  con- 
cerned about  the  medical  malpractice  problem. 

The  FMA  will  devote  its  fullest  resources  in 
seeking  meaningful  solutions  to  the  professional 
liability  cancer  which  is  worsening  almost  daily  in 
frightening  proportions.  As  stated  earlier,  the  FMA 
will  face  many  other  important  issues  affecting 
health  care  during  the  1985  Legislative  Session.  In  a 
previous  report  I described  the  reorganization  of  the 
Association's  legislative  arm.  This  reorganization  is 
proceeding  and  should  strengthen  our  ability  to  deal 
with  these  issues  more  effectively.  However,  more 
needs  to  be  done,  and  we  need  your  help.  The 
revolution  that  is  occurring  with  such  rapidity  in 
our  health  care  delivery  system  requires  the  par- 
ticipation of  every  member  of  the  FMA  and  the  FMA 
Auxiliary.  I hope  that  each  of  you  will  make  a per- 
sonal commitment  to  lend  your  active  support  for 
achieving  success  in  our  legisative  effort. 
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. . . your  clear  channel  to  the 
AMERICAN  MEDICAL  ASSOCIATION’S 
SPEAKERSTRAINING,  HEALTH  REPORTING/ 
RADIO-TV  CONFERENCE 
in  San  Diego,  CA 
May  2-5, 1985 


Plan  to  attend  the  increasingly  popular  Speakers  Training,  Health  Reporting/Radio-TV  Conference 
. . . learn  to  speak  before  live  audiences . . . polish  your  on-air  skills  as  you  work  with  top  national 
communications  specialists ...  get  ready  for  the  opportunity  to  do  health  reporting  on  radio  and 
television . . . network  among  your  peers  in  the  media. 


Category  1 CME  Credit 


Courses  include:* 


Speakers  Bureau  Training,  an  introduction  to  podium  speaking  techniques.  Learn  the 
effectiveness  of  gestures,  phrasing  and  eye  contact. 

Scriptwriting,  make  your  medical  stories  conversational,  interesting  and  informative 
for  the  general  public. 

Videotape  Editing,  first  hand  experience  in  matching  scripts  to  videotape. 

Lights,  Camera,  Action,  television  studio  experiences  with  use  of  teleprompter, 
featuring  individualized  videotape  play  back  and  critiques  of  your  work. 

Tape  Critiques,  concentrated,  individualized  critique  sessions  of  your  on-air  work. 

Radio  and  television  production 


For  more  information  call  collect  (31 2)  645-4421 


PROGRAM  SCHEDULE: 

Thursday,  May  2 

Welcome  Reception  6:30-7:30pm 


Enjoy  the  award-winning,  full-service  resort  hotel  on  San 
Diego  Bay ..  .The  Sheraton  Harbor  Island  East  Hotel. 


Friday  & Saturday,  May  3 & 4 Register  early.  Class  size  is  limited  and  enrollment  will  be  on 

Workshops  and  lunch  8am-6pm  first  come,  first  served  basis  as  we  receive  your  registration 

forms.  Registration  deadline  is  April  1 . 

Sunday,  May  5 s 

Workshops  9am-noon 


American  Medical  Association 

SPEAKERS  TRAINING/HEALTH  REPORTING,  RADIO-TV  CONFERENCE 

Registration:  $295  AMA  members,  $410  non-members,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 

Enclosed  please  find  my  check  for  $ payable  to  the  Hotel  reservation  cards  will  be  sent  to  you 

American  Medical  Association,  535  N.  Dearborn,  Chicago,  Illinois  60610  when  we  receive  your  registration  fee. 

1 will will  not  attend  the  reception  on  May  2, 1985  Single  room  $90/night 

Name  (print) Double  room  $90/night 


Address 

City State Zip  _ 

Phone  # i ) 

Are  you  currently  on  radio? TV? 

If  so,  for  how  long? mos yrs. 

Station  call  letters/city 


Please  make  reservations  by  April  1 , 1 985. 
Reservations  received  after  that  date  are 
subject  to  availability.  The  same  room  rate  is 
available  to  you  if  you  want  to  stay  some  extra 
days  before  or  after  the  conference  at  the 
Sheraton  Harbor  Island  East  Hotel. 


When  does 
two  equal  four? 


When  you  prescribe 

VELOSEFcapsules 

(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections ...  in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing.'’ 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes . . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  t5)  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  FftJLES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef-Computers  in  Health  Care”  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,”  PO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws.  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  ‘125’  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae: Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics:  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  ot 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth ot  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF^  Capsules  (Cephradine  Capsules  USP) 
“Computers  in  Health  Care  Drawing.” 

□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 

Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MO 

SQUIBB 


□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEF  Capsules 

(Cephradine  Capsules  USP] 


BID 


Diuretics  (potent  "loop  diuretics,"  e.g , furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling’s  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  & Sons,  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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houj  to 
moke  opril  1 5 
q little  less  taxing. 


Tax  season  is  at  hand  once  again.  Which  can  mean  taking 
valuable  time  out  of  your  busy  schedule  in  order  to  arrange  the 

year’s  financial  records. 

You’ve  got  more  important  things  to  do  than  oversee  the 
bookkeeping.  Which  is  a good  reason  for  looking  into 
Southeastern  Medical  Data  Systems. 

Our  computer  service  provides  maximum  efficiency  in  patient 
iccounting  procedures.  Our  fully  automated  systems  are  state- 
•f-the-art,  so  you  can  prepare  all  of  your  tax  information  quickly, 
accurately  and  without  complication.  Computerization  has 
even  been  known  to  help  reduce  tax  outlays. 

Southeastern’s  systems  allow  you  to  process  accounts 
receivable  and  Medicare  and  insurance  follow-up  as  well. 

Our  staff  can  tailor  a system  to  suit  any  need. 
We’re  small  enough  to  provide  the  personal  touch  — 

and  very  big  on  service. 

So  call  us  now,  while  there’s  still  time  to  make 
April  1 5 a little  less  taxing. 


southeastern 

medical  data 
systems 

22  west  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  Florida  32806 
(305)  841-9792 


OVER  100,000 
PHYSICIANS  READ 
POSTGRADUATE  MEDICINE* 


m 

m 


THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  information,  Please  See  PDR.  (PDI 
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EDITORIAL 


The  Health  Care  Consumer 
Protection  and  Awareness  Act  — 
a challenge 


I had  never  thought  of  Florida  as  being  a bell- 
wether for  any  program  of  social  change  but  the  1984 
Legislature  passed  a bill  that  has  been  termed  the 
most  advanced  and  far  reaching  health  legislation 
that  has  ever  been  passed  by  any  state  in  the  Nation. 
It  is  to  be  referred  to  as  the  "Health  Care  Access 
Act"  and  is  important  for  the  goals  and  policies  it 
enunciates  as  well  as  for  the  specific  actions  it  au- 
thorizes. It  creates  the  Hospital  Cost  Containment 
Board  and  the  Medical  Public  Assistance  Trust  Fund. 
These  will  prove  to  be  powerful  tools  to  shape  the 
form  of  medical  care. 

Any  attempt  to  condense  25  pages  of  fine  print 
into  a brief  summary  of  high  points  is  subject  to 
valid  charges  of  editorial  license  and  I will  not  apol- 
ogize for  some  personal  interpretation,  placement  of 
emphasis,  and  perhaps  even  some  out  of  context  ref- 
erences. The  alternative  is  for  each  person  to  read 
and  study  the  bill,  and  I hope  this  stimulates  just 
such  action. 

The  Hospital  Cost  Containment  Board  has  prob- 
ably received  the  most  early  attention.  It  is  made  up 
of  three  providers,  three  purchasers  of  health  care, 
and  three  consumers.  Interestingly,  none  of  the  orig- 
inal appointees  is  a physician.  The  Board  is  given 
broad  powers  to  advise  the  legislature,  collect 
hospital  and  physician  charge  data,  inform  and 
educate  the  public,  and  approve  or  deny  hospital 
budgets.  Within  the  Board  is  an  Office  of  Technical 
Assistance  which  is  assigned  to  develop  model  in- 
surance benefit  packages,  to  assist  employers  in 
forming  health  coalitions,  to  serve  as  a clearing  house 
for  health  delivery  innovations,  to  enhance  competi- 
tion, to  encourage  the  state  prudent  purchaser  con- 
cept, and  to  work  with  existing  coalitions  and  health 
councils.  The  Act  places  the  Board  in  the  Depart- 
ment of  Insurance  but  transfers  it  to  the  Executive 
Office  of  the  Governor  effective  December  31,  1985. 


The  Medical  Public  Assistance  Trust  Fund  was 
established  by  an  assessment  on  the  net  operating 
revenues  of  all  hospitals,  supplemented  by  a $20 
million  appropriation  from  state  general  revenue. 
The  hospital  assessment  amounts  to  1%  of  net  rev- 
enue the  first  year  and  1.5%  in  subsequent  years. 
The  Fund  will  be  used  to  finance  medical  care,  prin- 
cipally hospital,  for  an  expanded  indigent  population. 
Medicaid  eligibility  will  be  expanded  to  include 
dependents  under  age  21  in  intact  families,  unem- 
ployed parents  and  dependents  under  age  18,  and 
married  pregnant  women.  It  establishes  a medicaid 
medically  needy  program.  Finally,  and  this  will  prob- 
ably touch  practicing  doctors  the  most,  it  allocates 
$10  million  from  the  Fund  to  assist  county  health 
units  to  establish  primary  care  programs. 

So  much  for  the  means  by  which  actions  are  to 
be  carried  out.  More  revealing  are  the  statements  of 
legislative  findings  and  intent.  It  is  declared  that  AC- 
CESS to  ADEQUATE  health  care  is  a RIGHT  which 
should  be  available  to  ALL  Floridians.  HRS  is  charged 
with  improving  the  delivery  of  essential  health  ser- 
vices through  long  range  planning  and  is  instructed 
to  replace  or  enhance  existing  delivery  systems, 
when  appropriate,  with  alternative  delivery  systems. 
The  emphasis  is  to  be  on  competition,  efficiency, 
and  cost  effectiveness.  The  state  is  to  act  as  a prudent 
purchaser  in  obtaining  the  services  it  is  committed 
to  provide. 

There  is  a further  mandate  to  HRS  to  be  more  ac- 
tive and  definitive  in  long  range  planning  regarding 
public  health  concerns  such  as  water  quality  and 
threats  to  environmental  health.  However,  in  addi- 
tion to  these  well  recognized  public  health  responsi- 
bilities, the  Department  is  also  authorized  to  assume 
the  delivery  of  PERSONAL  health  services  through 
the  Public  Health  Units  which  are  to  expand  their 
role  in  meeting  community  needs  for  primary  care 
and  nutrition  programs. 
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This  really  only  scratches  the  surface  of  the  bill 
but  it  covers  the  elements  that  were  the  most  re- 
vealing to  me.  The  legislature  evidently  perceives  a 
serious  need  of  the  people  of  Florida  and  believes  that 
there  has  been  an  inability  of  the  presently  operating 
systems  to  satisfy  it.  That  need  is  the  accessibility 
and  affordability  of  health  care.  I sense,  also,  an  in- 
vitation to  Medicine,  perhaps  even  a plea,  for  cooper- 
ation and  dialogue.  There  is  a challenge  here  for  the 
Profession  to  test  whether  other  systems  just  might 
be  able  to  do  the  job  better.  It  isn't  that  changes  may 


come.  They  have  come  and  our  challenge  is  to  adapt 
to  them  while  still  preserving  practice  styles  that 
assure  high  quality.  Additionally,  I see  another  chal- 
lenge in  the  bill,  this  one  to  Society  and  its  elected 
representatives  to  give  these  programs  adequate  fi- 
nancial and  emotional  support.  If  they  do,  then 
Florida  might  just  be  a bellwether.  I know  we  can 
assure  accessible  and  affordable  care. 

James  K.  Conn,  M.D. 

Tallahassee 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


THE  VALUE  OF  EXPERIENCE. 
At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 


Taking  the  bite  out  of 
rabies  vaccine 

Safe,  effective  and  economical  preexposure  protection 
against  rabies  is  now  available  to  veterinarians,  ani- 
mal handlers  and  other  high-risk  groups.  University  of 
Florida  (Gainesville)  researchers  report  the  successful 
use  of  intradermal  immunizafion  with  human  diploid 
cell  rabies  vaccine.  Two  0.1 -ml  doses  were  given  28 
days  apart.  This  is  far  less  expensive  than  the  recom- 
mended schedule  of  three  1,0-ml  I.M.  doses  and  sig- 
nificantly safer  than  the  standard  duck  embryo  rabies 
vaccine.1 


Steakless  "cafe  coronary" 

Steak  after  a martini  is  not  the  only  culprit  in  fatal  food 
asphyxiation,  or  ''cafe  coronary."  The  Office  of  the  Dade 
County  Medical  Examiner  has  identified  a variety  of 
predisposing  factors:  medical  institutionalization,  sed- 
ative drugs,  parkinsonism,  old  age,  poor  dentition  and 
alcohol  consumption.  With  institutionalized  adults,  fri- 
able foods  not  amenable  to  the  usual  rescue  tech- 
niques are  often  involved.  Observers  were  present  in 
a full  85%  of  fatal  cases,  indicating  a need  for 
increased  public  awareness.  Instruments  for  retraction 
of  foreign  bodies  should  be  made  readily  available  at 
public  facilites  and  nursing  homes.  And  new  tech- 
niques should  be  developed  to  deal  with  soft  foods 
that  cannot  be  cleared  by  a grasping  device  or  the 
Heimlich  maneuver.2 


More 
problems 
with  tampons? 


Recurrent  vaginal  and  cervical 
ulcers  can  be  added  to  toxic-shock 
syndrome  as  tampon-associated 
ailments.  A report  from  South  Miami 
Hospital  indicates  they  may  occur  in  one-fifth  of  men- 
struating women  and  are  more  common  with  long- 
term use.  Moreover,  microulceration  has  been  reported 
within  one  hour  after  tampon  insertion.  Symptoms 
may  also  be  subtle  and  often  the  same  as  those  for 
which  tampons  are  used,  including  spotting  and  dis- 
charge. Dyspareunia,  urinary  frequency  and  urgency 
and  dysuria  may  also  be  present.  Care  must  be  taken 
to  avoid  undue  delay  in  the  diagnosis  and  to  rule  out 
carcinoma.3 


Roche  salutes 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
— The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 

Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol’ 

Each  tablet  contains  5 mg  chlordiazepoxide  dnd  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  Sdlt) 
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Easier  to  remember. . . easier  to  prescribe 
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Please  see  summary  of  product  information  on  following  page. 


LIMBITROL*  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy;  advise  patients  to  discuss  therapy  If  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuols  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line; symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
taken  during  the  nursing  period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  ere  those  associated  wiffi  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia. 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose. 
Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h.s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  tour  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  as  required. 
Limbitrol  Tablets,  Initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50. 
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Percutaneous  removal  of  kidney 
stones 


James  D.  Daughtry,  M.D.,  William  J.  Bean,  M.D.  and  Bruce  A.  Rodan,  M.D. 


ABSTRACT:  The  advent  of  percutaneous  stone  ma- 
nipulation offers  a new  approach  to  the  removal  of 
renal  calculi.  The  techniques  of  removal  through  a 
nephrostomy  site  utilizing  simple  extraction,  ultra- 
sonic disintegration,  chemolysis  and  combined  pro- 
cedures are  presented.  Systemic  alkalinization  of 
the  urine  or  direct  irrigation  with  bicarbonate  or 
THAM  solution  through  a nephrostomy  tube  may  be 
used  on  a small  percentage  of  stones  which  includes 
uric  acid  or  cystine.  Percutaneous  removal  of  stones 
less  than  15  mm  is  successfully  performed  using 
stone  baskets,  forceps  or  a flushing  technique.  Ul- 
trasonic lithotripsy  used  in  conjunction  with  the 
rigid  nephroscope  is  a significant  recent  advance  for 
removal  of  renal  pelvic  calculi.  This  is  especially 
useful  in  the  disintegration  of  calcium  composite 
stones.  The  flexible  nephroscope  used  with  electro- 
hydraulic  lithotripsy  gives  an  added  dimension  to 
approach  stones  in  previously  inaccessible  areas. 
Well  over  90%  of  all  renal  stones  can  be  removed  by 
the  percutaneous  approach. 
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T 

-the  advent  of  percutaneous  stone  manipulation 
offers  a new  approach  to  removal  of  renal  calculi.  It 
provides  a new  dimension  for  treatment  of  kidney 
stones.1'2  Open  surgical  intervention,  the  standard 
technique,  is  no  longer  the  sole  method.  Calculi  in 
the  renal  pelvis  and  upper  ureter  can  be  removed 
through  a nephrostomy  site  utilizing  simple  extrac- 
tion, ultrasonic  disintegration,  chemolysis  or  com- 
bined procedures. 

Three  techniques  will  be  discussed  with  empha- 
sis upon  ultrasonic  lithotripsy  because  of  its  unique 
properties. 

Techniques  • Stone  dissolution  has  been  used  for 
several  decades  as  a management  of  urolithiasis.3  A 
small  percentage  of  stones  may  be  treated  effectively 
including  uric  acid  and  cystine  stones.  Systemic 
alkalinization  of  the  urine  is  the  first  line  of  therapy. 
If  this  is  unsuccessful,  a nephrostomy  tube  is  in- 
serted and  direct  irrigation  with  substances  such  as 
bicarbonate  solution  or  a THAM  solution  is  per- 
formed. Large  uric  acid  renal  pelvic  stones  may  un- 
dergo dissolution  in  a matter  of  weeks.  Problems 
include  extravasation  of  the  irrigating  solution  or 
electrolyte  abnormalities.  Although  this  has  been 
used  as  a principal  treatment,  it  is  more  commonly 
an  adjunct  to  percutaneous  stone  manipulation  or 
treatment  for  retained  stones  following  ureterolitho- 
tomy. 

Percutaneous  removal  of  kidney  stones  can  also 
be  carried  out  through  a nephrostomy  channel  using 
stone  baskets,  forceps  or  a flushing  technique.4'5 
This  is  most  applicable  to  stones  less  than  15mm  in 
diameter  or  smaller  than  a nephrostomy  channel.  An 
advantage  is  that  the  stone  can  be  removed  under 
local  or  epidural  anesthesia  and  has  a low  morbidity 
compared  to  the  standard  open  surgical  procedure.6 
The  technique  utilizes  fluoroscopic  guidance.7 
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A recent  method  of  renal  stone  removal  is  ultra- 
sonic lithotripsy  used  in  conjunction  with  the 
nephroscope.8  The  advantages  are:  skin  incision  of 
only  1-2  cm,  average  hospital  stay  of  3-5  days,  recu- 
perative period  of  one  week  and  minimal  postopera- 
tive morbidity.  In  selected  situations,  this  method 
represents  a significant  advance  and  is  especially 
useful  for  calcium  composite  stones  not  amenable  to 
dissolution,  stones  located  in  the  renal  pelvis,  acces- 
sible infundibulum,  or  at  the  ureteropelvic  junction. 
The  flexible  nephroscope  in  conjunction  with  elec- 
trohydraulic  lithotripsy  gives  an  added  dimension  to 
percutaneous  nephrostolithotomy.  Those  stones 
previously  inaccessible  can  be  located  and  disinte- 
grated with  a shock  wave  created  by  the  electrohy- 
draulic  lithotripter  probe.  Well  over  90%  can  be 
removed  by  the  percutaneous  approach. 

Prior  to  performing  a percutaneous  nephrosto- 
lithotomy the  patient's  diagnostic  examinations, 
e.g.  excretory  urogram,  are  reviewed.  The  urologist 
and  radiologist  determine  the  proper  placement  of 
the  nephrostomy  tube  and  the  appropriate  method 
of  extraction.9  The  first  phase  of  the  procedure  takes 
place  in  the  Radiology  Department.  In  the  fluoros- 
copy suite,  with  the  patient  in  a prone  position  under 
local  or  epidural  anesthesia,  a percutaneous 
nephrostomy  access  is  obtained  by  dilating  the  tract 
to  the  appropriate  size,  usually  26  French,  using 
Teflon  dilators  or  a balloon  dilator.  A large  nephros- 
tomy tube  is  left  in  and  the  patient  is  transferred  to 
the  surgical  suite. 

Using  the  fluoroscopic  guidance  of  the  C-arm,  a 
working  sheath  is  inserted  and  with  the  obturator  is 
passed  over  the  guide  wire  into  the  renal  pelvis.  The 
wire  and  obturator  are  removed  and  the  nephroscope, 
with  the  ultrasonic  lithotriptor,  is  placed  in  the 
sheath  and  locked  in  postition  (Fig.  1).  Inspection  is 
performed  taking  care  not  to  overdistend  the  pelvis. 
Specially  designed  forceps  and  basket  extractors  can 
be  passed  under  direct  vision  through  the  nephro- 
scope. Depending  upon  size  of  the  scope,  the  operator 
decides  whether  to  remove  the  stone  mechanically 
or  disrupt  it  with  ultrasonic  lithotripsy.  Ultrasonic 
disintegration  is  carried  out  under  direct  vision  using 
a video  monitor  with  minimal  trauma  to  the  renal 
mucosal  lining. 

Intrarenal  endoscopy  is  performed  with  con- 
tinuous irrigation  utilizing  a warmed  physiologic 
saline  solution.  If  the  calculus  is  not  visualized,  ad- 
ditional telescopes  with  70  or  110  degree  vision  or  a 
flexible  nephroscope  permits  panoramic  inspection 
of  the  internal  renal  structure.  Once  identified,  the 
stone  is  directly  contacted  with  the  tip  of  the  litho- 
triptor; the  energy  causes  the  stone  to  disrupt  and 
fragment.  Continuous  suction  through  the  probe 
clears  the  kidney  of  stone  dust  and  smaller  fragments 
while  preventing  spillage  of  calculus  fragments  into 
remote  portions.  The  larger  remnants  are  further 
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Fig.  1 — Ultrasound  lithotrite  probe  inserted  into  the  renal 
pelvis  for  disintegration  of  renal  pelvic  stones  and  removal 
of  stone  fragments  by  continuous  suction.  Other  in- 
struments such  as  flexible  stone  forceps,  rigid  triradiate 
stone  graspers,  fulgerating  electrode  and  calyceal  scalpel 
are  useful  adjuncts. 

diminished  until  all  debris  disappears  through  the 
probe.  As  soon  as  inspection  suggests  complete  re- 
moval, a plain  radiograph  is  obtained  to  identify  any 
retained  stones  and  a nephrostogram  is  carried  out 
to  determine  the  patency  of  the  ureter.  A nephros- 
tomy tube  is  left  in  place  for  48  hours  to  allow  irriga- 
tion of  undetected  debris. 

This  technique  has  several  limitations.  Direct 
inspection  of  all  calyces  is  difficult  and  it  may  not 
be  possible  to  remove  small  retained  stones  within 
narrow  areas  of  the  renal  collecting  system.  Another 
theoretical  problem  involves  the  spillage  of  calculus 
fragments  into  the  remote  areas  of  the  kidney  or  the 
ureter.  In  practice,  however,  continuous  suction 
during  disintegration  has  almost  eliminated  this 
problem.  Inaccessible  stones  located  in  stenotic  in- 
fundibulum or  extensive  staghorn  calculi  would 
probably  be  more  expeditiously  handled  by  an  open 
surgical  procedure.  Another  consideration  would  be 
that  patients  may  require  several  sessions  for  com- 
plete stone  removal,  and  the  procedure  time  may 
equal  that  of  an  open  surgical  procedure. 

In  the  past,  this  procedure  was  confined  to  pa- 
tients unsuitable  for  general  anesthesia  or  those 
with  recurrent  calculi  which  were  difficult  to 
manage  by  the  standard  techniques  or  to  patients 
refusing  open  surgery.  With  advent  of  the  nephro- 
scope and  ultrasonic  lithotriptor,  this  procedure 
offers  an  alternative  to  open  surgery.  It  is  especially 
useful  in  patients  with  dilatation  of  the  collecting 
system  or  those  who  have  undergone  previous  stone 
surgery.  Ureteral  stones  can  be  removed  endoscop- 
ically  utilizing  similar  techniques  of  basket  extrac- 
tion and  ultrasonic  lithotripsy. 

Conclusion  • The  percutaneous  technique  repre- 
sents a significant  advancement  over  standard  surgi- 
cal methods  in  selected  situations  and  results  in 


considerable  savings  in  hospitalization  and  decrease 
in  patient  morbidity.  There  probably  will  be  a broad- 
ening of  the  indications  for  percutaneous  stone  re- 
moval as  we  gain  more  experience.  Adjuncts  to  this 
method,  i.e.  chemolysis  for  dissolution  of  retained 
particles  and  direct  removal  of  small  stones  and  par- 
ticulate debris,  make  this  procedure  even  more  ap- 
pealing. Patients  with  contraindications  to  open 
procedures  or  with  previous  multiple  surgeries  are 
ideal  candidates  for  the  technique. 
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Management  of  diabetes  in 
pregnancy 


Kay  F.  McFarland,  M.D. 


ABSTRACT:  The  outcome  of  diabetic  pregnancies 
has  improved  dramatically  over  the  past  50  years. 1<2 
Changes  in  obstetrical  practice,  advances  in  neona- 
tology, and  more  recently  emphasis  on  good  control 
of  maternal  blood  sugar  throughout  gestation  are 
largely  responsible  for  this  trend.  Because  perinatal 
mortality  and  neonatal  morbidity  are  lowest  when 
blood  sugar  levels  are  monitored  frequently  and  kept 
as  close  to  normal  as  possible,3  the  major  recom- 
mendations regarding  management  of  diabetes  during 
pregnancy  emphasize  methods  for  normalizing  glu- 
cose levels  from  the  time  of  conception  to  delivery  A 
In  addition  careful  prenatal  assessment  and  expert 
care  during  the  neonatal  period  will  ensure  the  best 
possible  pregnancy  outcome. 
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JLhe  maternal  mortality  rate  is  low  for  both  dia- 
betic and  nondiabetic  women  in  the  United  States. 
However,  morbidity  associated  with  diabetic  preg- 
nancies is  increased  and  relates  more  to  an  increase 
in  the  complications  of  pregnancy  than  to  accelera- 
tion of  diabetic  complications.  For  example,  there  is 
a higher  incidence  of  preeclampsia,  polyhydram- 
nios, and  an  increased  cesarean  section  rate  in  dia- 
betic pregnancies,  but  there  is  little  evidence  to  sug- 
gest that  the  vascular  complications  of  diabetes  are 
increased  during  gestation.  Pregnancy  does  not  seem 
to  worsen  diabetic  neuropathy  and  does  not  affect 
the  course  of  diabetic  renal  disease.5  Although  there 
are  cases  in  which  it  appears  that  proliferative  reti- 
nopathy accelerates  during  pregnancy,  in  most  cases 
retinopathy  is  not  adversely  affected. 

The  major  causes  of  neonatal  mortality  associ- 
ated with  diabetic  pregnancies  are  congenital  abnor- 
malites  and  fetal  death  in  utero.  The  incidence  of 
respiratory  distress  syndrome  due  to  immaturity  of 
the  fetal  lungs  has  decreased  now  that  amniocentesis 
with  determination  of  the  lecithin  sphingomyelin 
(L/S  ratio)  is  done  before  elective,  preterm  delivery. 
Cardiomyopathy  may  cause  transient  respiratory 
distress  and  is  being  recognized  with  increasing  fre- 
quency. Other  causes  of  morbidity  in  the  infants  of 
diabetic  mothers  include  hyperbilirubinemia,  hypo- 
glycemia, and  hypocalcemia.6 

There  is  substantial  evidence  that  complica- 
tions of  the  diabetic  pregnancy  increase  with  rising 
maternal  blood  sugar  levels.  For  example,  the  per- 
cent of  infants  who  are  large  for  gestational  age  is 
greater  in  women  with  hyperglycemia.  These  large 
babies  often  cannot  be  safely  delivered  vaginally 
and,  thus,  macrosomia  is  one  factor  responsible  for 
the  increased  cesarean  section  rate  in  diabetic  preg- 
nancies. On  the  other  hand  when  hyperglycemia  is 


controlled,  the  proportion  of  large  for  gestational  age 
infants  decreases.  It  is  believed  that  most  of  the 
other  complications  also  may  be  reduced  or  elimi- 
nated with  normalization  of  the  maternal  blood 
sugar.7 

Screening  for  gestational  diabetes  • Most  pa- 
tients with  mild  abnormalities  in  glucose  tolerance 
are  asymptomatic.  Therefore,  in  many  medical  cen- 
ters women  who  have  factors  such  as  a family 
history  of  diabetes,  increased  maternal  age,  or  obe- 
sity which  increase  their  risk  of  developing  diabetes 
undergo  a glucose  tolerance  test  during  pregnancy. 
However,  a screening  blood  sugar  obtained  between 
24  and  30  weeks  of  gestation  is  a more  reliable  pre- 
dictor of  abnormal  glucose  tolerance  than  any  com- 
bination of  risk  factors.8  If  economic  conditions 
preclude  screening  every  woman,  at  least  those  over 
age  25  and  those  with  several  risk  factors  for  diabetes 
should  have  a blood  sugar  drawn  one  hour  after  the 
oral  ingestion  of  50  gms  of  glucose  (Table  1).  If  the 
screening  blood  sugar  is  greater  than  150  mg/dl  a 
three-hour  oral  glucose  tolerance  test  performed 
after  three  days  of  liberal  carbohydrate  intake  is 
needed  to  exclude  or  diagnose  diabetes.  Also  a glu- 
cose tolerance  test  should  be  obtained  on  all  women 
regardless  of  age  if  they  have  fasting  glycosuria  or  a 
past  history  of  gestational  diabetes. 

A 50  gram  glucose  solution  is  used  in  screening 
because  it  produces  fewer  gastrointestinal  side  effects 
than  the  100  gram  dose  used  in  the  standard  glucose 
tolerance  tf°<\  The  glucose  tolerance  test  should  not 
be  perform  i in  those  patients  who  are  known  to 
have  diao^es  or  in  those  with  a fasting  blood  sugar 
exceeding  105  mg/dl.  The  diagnosis  of  diabetes  dur- 
ing pregnancy  is  established  when  two  fasting  blood 
sugar  levels  are  greater  than  105  mg/dl,  or  when  two 


Table  1. 

— Detection  and  Diagnosis  of  Diabetes 
During  Pregnancy. 

Screen 

Obtain  a one  hour  blood  sugar  after  a 50 
gram  oral  glucose  load  on  all  patients  ex- 
cept known  diabetics  between  24-50  weeks 
gestation. 

GTT 

Perform  a GTT  if  the  patient  has  any  of  the 
following: 

1-hour  glucose  screens  150  mg/dl 

Fasting  glycosuria 

Past  history  of  gestational  diabetes 

Past  history  of  a stillborn 

Diagnose 

diabetes 

If  on  two  days  or  more  the  fasting  blood 
sugar  is  greater  than  or  equal  to  105  mg/dl 
or  after  a 100  gram  oral  glucose  solution 
two  or  more  blood  sugars  equal  or  exceed: 

190  mg/dl  at  1 hour 

165  mg/dl  at  2 hours 

145  mg/dl  at  5 hours 

or  more  blood  sugars  obtained  after  a 100  gram  oral 
glucose  load  are  at  least  190  mg/dl  at  one  hour,  165 
mg/dl  at  two  hours  or  145  mg/dl  at  three  hours. 

Classification  • Until  recently  the  most  widely 
used  classification  of  diabetes  in  pregnancy  was 
based  on  the  age  the  mother  developed  diabetes,  du- 
ration of  disease,  and  presence  or  absence  of  nephro- 
pathy, retinopathy  or  heart  disease.  In  the  past  the 
timing  of  delivery  was  largely  dependent  on  this 
classification  system. 

Now,  early  delivery  even  of  patients  with  diabe- 
tes of  long  duration  is  frequently  not  advocated  when 
blood  sugar  levels  have  been  maintained  within  the 
normal  limit  throughout  pregnancy.  Therefore,  the 
most  useful  classifications  designate  whether  or  not 
diabetes  preceded  pregnancy,  pregestational  or  gesta- 
tional diabetes  mellitus,  and  whether  there  have  been 
any  complications  associated  with  a previous 
pregnancy,  the  diabetes,  or  the  current  pregnancy. 
These  are  the  factors  which  influence  decisions  now 
regarding  the  timing  of  delivery.  For  example,  pre- 
term delivery  frequently  is  recommended  in  patients 
with  the  history  of  a previous  stillbirth,  in  those  with 
advanced  retinopathy  or  nephropathy,  and  in  those 
who  are  poorly  controlled.  Early  delivery  may  not  be 
recommended  in  well  controlled  diabetic  women  in 
whom  no  diabetic  or  obstetrical  complications  occur. 


Diet  • The  goals  of  a diabetic  diet  during  pregnancy 
are  to  provide  good  nutrition  and  minimize  the  fre- 
quency of  hyperglycemia  and  hypoglycemia  (Table 
2).  Weight  loss  and  ketonuria  are  to  be  avoided  as 
well  as  excessive  weight  gain.  Frequent  feedings,  at 
least  three  meals  and  one  or  two  snacks  a day  when 
taken  on  time,  will  minimize  hypoglycemic  reac- 
tions. Carbohydrates  per  se  should  not  be  restricted, 
but  the  foods  which  cause  an  excessive  hyperglyce- 
mic response  such  as  those  containing  large  amounts 
of  sugar  should  be  avoided. 

There  should  be  more  emphasis  on  proper  timing 
and  balance  of  meals  than  specific  foods.  Rather  than 
preset  proportions  of  carbohydrates,  proteins,  and 
fats  and  predetermined  calorie  levels  based  only  on 
the  patient's  height  and/or  weight,  diets  devised 
with  consideration  of  each  patient's  food  preferences 
and  activity  schedule  should  be  recommended.  A die- 
tician is  invaluable  for  planning  individualized  diets 
and  instructing  patients  in  the  basic  principles  of 
nutrition. 

The  caloric  intake  should  be  liberal  enough  to 
ensure  a steady  weight  gain.  Specifically,  pregnancy 
is  not  the  time  for  overweight  women,  even  those 
who  are  diabetic,  to  diet  and  lose  weight.  A weight 
gain  of  12  Vi  kilograms  is  recommended  for  women  of 
normal  weight  at  the  onset  of  pregnancy.  Those  who 
are  overweight  at  the  beginning  of  gestation  need  not 
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Table  2.  — Management  of  Hyperglycemia  During 
Pregnancy 

Diet 

Institute  dietary  therapy  when  diabetes  is  diagnosed. 

Dietary  recommendations  include: 

Three  well-balanced  meals  with  one  to  three 
snacks  daily 

Adequate  calories  to  insure  adequate  weight  gain. 
Limitation  of  sugar  to  facilitate  tight  control  of 
the  blood  sugar. 

Consistent  timing  and  content  of  meals  and 
snacks  from  day  to  day. 

Extra  snacks  or  meal  portions  on  days  when 
there  is  an  increased  amount  of  exercise. 


Insulin 

Initiate  treatment  when  the  fasting  serum  sugar  is 
greater  than  105  mg/dl  or  two  hour  postprandial 
sugar  is  greater  than  120  mg/dl. 

Start  with  0.5  units/kg.  of  body  weight  once  daily. 

Adjust  the  insulin  dose  to  acheive  a fasting  blood 
sugar  of  60  to  90  mg/dl  and  two  hour  postprandial 
glucose  levels  of  80  to  120  mg/dl. 

If  normal  glycemia  throughout  the  24  hour  period  is 
not  achieved  with  one  dose  of  insulin,  divide  the  dose 
and  give  two  or  more  injections  per  day. 

For  an  elevated  fasting  blood  sugar,  start  or  increase 
the  NPH  or  Lente  insulin  given  in  the  p.m. 

For  elevated  postprandial  blood  sugars,  increase  the 
NPH  or  Lente  insulin  before  breakfast  or  increase 
regular  insulin  given  before  that  particular  meal. 

Expect  the  insulin  dose  at  term  to  be  about  one 
unit/kg  body  wieght  or  more. 


gain  this  much  weight  as  long  as  ketonuria  does  not 
develop.  The  best  signs  of  an  adequate  caloric  intake 
is  the  absence  of  ketonuria  and  a steady  weight  gain. 

The  foods  that  should  be  avoided  by  diabetics 
during  pregnancy  are  those  which  are  noted  to  cause 
postprandial  hyperglycemia.  These  foods  may  be 
identified  when  blood  sugar  is  frequently  monitored. 
Dietary  recommendations  for  both  diabetic  and  preg- 
nant patients  have  changed  during  the  past  few  years 
and  many  questions  regarding  nutritional  manage- 
ment of  the  pregnant  diabetic  remain  unanswered.9 
Basically  there  is  very  little  difference  between  the 
diet  advocated  for  diabetic  women  and  nondiabetic 
women  during  pregnancy. 

Insulin  therapy  • Insulin  therapy  is  usually  insti- 
tuted if  the  fasting  blood  sugar  is  above  105  mg/dl 
on  two  or  more  occasions  or  if  the  two-hour  post- 
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prandial  blood  sugar  is  above  120  mg/dl  after  the  pa- 
tient has  been  on  a diet  which  eliminates  foods  high 
in  sugar  content  (Table  2).  The  aim  of  therapy  is  to 
keep  the  fasting  blood  sugar  in  the  range  of  60-90 
mg/dl  and  the  two-hour  postprandial  blood  sugar 
between  80  and  120  mg/dl.  Early  in  pregnancy  0.5  to 
0.7  units  of  insulin  per  kilogram  body  weight  may 
be  adequate  to  maintain  normoglycemia,  whereas  at 
the  end  of  pregnancy  most  patients  will  require  a 
dose  of  one  unit  or  more  per  kilogram  body  weight. 

If  postprandial  blood  sugars  are  normal  and  the 
fasting  blood  sugar  remains  elevated  on  dietary  ther- 
apy alone,  NPH  or  Lente  insulin  should  be  started  at 
bedtime.  On  the  other  hand,  if  the  fasting  blood 
sugar  is  normal  and  only  the  postprandial  glucose 
levels  are  elevated,  NPH  or  Lente  insulin  is  given 
before  breakfast.  Regular  insulin  is  added  to  this  if 
the  blood  sugar  after  breakfast  continues  to  be  greater 
than  120  mg/dl.  If  the  blood  sugar  is  controlled  for 
only  part  of  each  day  on  one  injection,  the  insulin 
dose  is  split  and  given  twice  or  more  daily.  The  most 
frequent  schedule  for  insulin  administration  is  Lente 
or  NPH  plus  regular  insulin  in  the  morning  before 
breakfast  with  the  combination  of  the  same  insulin 
types  before  supper.  If  the  blood  sugar  remains 
elevated  after  lunch  or  before  breakfast  on  two  doses 
of  insulin  a day,  a third  shot  may  be  necessary. 
Occasionally  even  four  doses  of  insulin  may  be  used 
to  insure  the  best  possible  control  and  the  most 
flexibility  in  timing  of  meals. 

Initially  when  the  insulin  dose  is  given  twice  a 
day,  two  thirds  may  be  given  before  breakfast  and 
one  third  before  supper.  The  baseline  insulin  dose 
may  be  increased  or  decreased  by  10%  every  three 
days  when  there  is  a consistent  pattern  of  high  and 
low  blood  sugar  levels  at  a particular  time  of  day. 

In  general,  when  NPH  and  regular  insulin  are 
used  twice  a day  before  breakfast  and  before  supper, 
the  dose  of  regular  insulin  may  be  increased  before 
breakfast  to  prevent  recurring  hyperglycemia  during 
the  late  morning  and  early  afternoon.  Additional 
NPH  may  be  needed  to  prevent  hyperglycemia  in  the 
late  afternoon  and  early  evening.  Additional  regular 
before  supper  may  be  added  to  control  high  blood 
sugars  after  the  dinner  meal  at  night,  and  an  increase 
in  the  NPH  dose  given  before  supper  may  be  needed 
to  prevent  fasting  hyperglycemia. 

The  number  of  blood  sugar  determinations 
needed  for  proper  management  must  be  individu- 
alized. Obviously  the  intervals  between  glucose 
determinations  can  be  longer  when  all  blood  sugar 
levels  are  normal,  and  much  more  frequent  testing 
is  necessary  when  the  blood  sugars  are  variable  or 
out  of  control.  Ketonuria  with  hyperglycemia  usually 
requires  hospitalization  and  an  immediate  alteration 
of  the  insulin  dose.  Most  patients  will  need  to  check 
their  blood  sugar  four  to  seven  times  daily  to  attain 
the  best  possible  control.  However,  if  all  glucose 


levels  are  normal,  patients  who  take  insulin  may 
reduce  the  frequency  of  testing  to  two  to  four  times 
daily  and  those  who  are  diet  controlled  may  test 
twice  weekly.10'11  Ketonuria  without  hyperglycemia 
is  an  indicator  that  the  caloric  intake  should  be  in- 
creased. A larger  snack  at  bedtime  may  be  required 
to  prevent  early  morning  ketonuria. 

When  there  is  general  agreement  that  stringent 
control  to  avoid  hyperglycemia  is  a desirable  goal  in 
pregnant  diabetic  patients,  the  potential  hazards  of 
maternal  hypoglycemia  have  been  largely  ignored. 
With  increasing  emphasis  on  tight  control,  nocturnal 
hypoglycemia  has  become  more  common.  Patients 
who  have  frequent  reactions  during  the  night  may 
benefit  from  a "Sleep  Sentry,"  a device  the  size  of  a 
watch  which  will  beep  when  sweating  or  a drop  in 
skin  temperature  occurs.  These  signs  although 
nonspecific  frequently  accompany  hypoglycemia. 
When  nocturnal  hypoglycemia  is  recurrent,  the 
NPH  insulin  dose  given  in  the  afternoon  should  be 
decreased.  If  the  hypoglycemic  reactions  persist  or 
fasting  hyperglycemia  begins  to  occur,  the  inter- 
mediate acting  insulin  dose  should  be  given  at  bed- 
time rather  than  before  supper. 

No  matter  how  diligently  patients  follow  rec- 
ommendations regarding  diet  and  insulin  therapy 
and  how  carefully  a program  is  outlined  for  them, 
some  patients  will  achieve  control  more  easily  than 
others.  The  degree  of  blood  sugar  control  depends 
not  only  on  the  therapeutic  program  recommended 
and  the  willingness  of  the  patient  to  adhere  to  the 
recommendations  but  also  on  the  type  of  diabetes 
the  patient  has  and  the  trimester  of  pregnancy.  Type 
I diabetic  women  who  have  large  fluctuations  in 
blood  sugar  prior  to  onset  of  pregnancy  will  have 
much  more  difficulty  achieving  tight  control  during 
the  first  trimester  than  later  in  gestation.  Both  type  I 
and  type  II  diabetics  will  note  an  increasing  insulin 
need  as  pregnancy  advances  but  type  II  patients  will 
have  less  variability  in  the  daily  swings  in  blood 
sugar. 

At  the  time  of  delivery,  insulin  need  decreases 
dramatically.  The  usual  dose  of  insulin  may  be 
given  the  day  before  elective  induction  of  labor  or 
cesarean  section.  The  day  of  delivery,  IV  glucose  and 
regular  insulin  are  titrated  to  insure  adequate  caloric 
intake  and  normoglycemia.  Again  frequent  blood 
sugar  monitoring  will  be  necessary  to  maintain  the 
proper  balance  between  insulin  delivery  and  the 
quantity  of  glucose  given.  For  a starting  point,  20 
units  of  regular  insulin  may  be  placed  in  1,000  cc  of 
5%  glucose  and  infused  at  a rate  of  150  cc  per  hour. 
Additional  glucose  or  insulin  may  be  needed  depen- 
ding on  subsequent  blood  sugar  levels. 

In  insulin  dependent  diabetics,  approximately 
two  thirds  of  the  insulin  dose  that  the  patient  was 
on  prior  to  pregnancy  may  be  given  the  day  after  de- 
livery with  extra  regular  insulin  added  if  hypergly- 
cemia occurs.  Generally,  insulin  is  not  given  post- 


partum to  patients  with  gestational  diabetes  unless 
blood  sugar  levels  exceed  200  mg/dl. 

Insulin  antibodies  • All  patients  treated  with  insulin 
will  develop  antibodies  to  the  insulin  with  time. 
Although  there  is  no  direct  evidence  linking  com- 
plications of  pregnancy  to  antibody  levels,  it  is 
known  that  repeated  exposure  to  beef  insulin  may 
cause  significant  rises  in  antibody  levels.  Therefore, 
pork  or  human  insulin  should  be  used  in  gestational 
diabetic  patients  who  may  need  the  drug  only  tem- 
porarily. In  women  with  insulin  treated  pregesta- 
tional  diabetes,  consideration  also  should  be  given 
to  the  possibility  of  using  human  insulin  for  several 
months  or  more  prior  to  pregnancy  to  ensure  the 
lowest  possible  antibody  levels. 

Home  glucose  monitoring  • During  pregnancy  the 
renal  threshold  for  glucose  decreases  dramatically 
resulting  in  glycosuria  with  blood  sugar  levels  as 
low  as  100  mg/dl.  In  fact,  about  25%  of  all  women 
will  demonstrate  glycosuria  at  some  time  during 
their  pregnancy.  Although  urine  sugars  do  correlate 
with  blood  glucose  levels,  the  change  in  the  renal 
threshold  as  well  as  the  need  to  very  tightly  control 
the  blood  sugar  during  pregnancy  has  outmoded  the 
use  of  urine  glucose  levels  to  regulate  pregnant  dia- 
betics. Instead,  frequent  blood  sugars  determined  by 
the  patient  at  home  have  become  the  standard.12 

Reagent  strips  are  available  which  can  be  read 
visually  to  within  20%  of  the  blood  sugar  level  ob- 
tained in  the  laboratory.  With  the  use  of  a reflectance 
meter,  accuracy  can  be  increased  further.  Blood 
sugars  cannot  practically  be  obtained  in  the  labora- 
tory multiple  times  per  day  on  a long  term  basis, 
making  home  glucose  monitoring  the  only  practical 
means  for  regulating  insulin  doses  during  pregnancy. 

There  may  be  several  possible  pitfalls  with 
home  glucose  monitoring.  For  example,  the  reagent 
strips  when  old  or  exposed  to  moisture  may  become 
inaccurate;  readings  then  may  be  on  the  low  side.  In 
fact,  the  expiration  date  on  the  bottle  actually  ap- 
plies only  if  the  bottle  is  unopened.  Special  care 
must  be  given  to  tightly  closing  the  bottle  after  each 
use.  Secondly,  if  a large  amount  of  blood  is  not  placed 
on  the  strip  or  if  the  strip  is  vigorously  rinsed  or 
blotted  the  reading  will  be  too  low.  Inaccurate  tim- 
ing frequently  will  cause  erroneous  results  as  well. 
To  insure  that  the  proper  technique  has  been  mas- 
tered several  values  obtained  by  the  patient  should 
be  checked  against  serum  glucose  values  determined 
in  a certified  laboratory.  When  there  is  a greater  than 
15%  variation  between  the  patient's  and  the  labora- 
tory values,  more  instruction  in  home  glucose  mon- 
itoring is  recommended.  Control  samples  and  repeat 
determinations  in  the  laboratory  done  at  intervals 
are  necessary  to  insure  continued  accuracy  with  the 
home  glucose  tests. 
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Reagent  strips  now  cost  about  50  cents  each.  If 
they  are  read  visually,  the  strip  may  be  cut  longitu- 
dinally so  that  two  tests  may  be  obtained  for  every 
strip,  but  the  whole  strip  must  be  used  in  the  reflec- 
tance meters.  Different  reflectance  meters  are  avail- 
able for  use  with  each  specific  reagent  strip;  most 
meters  are  quite  reliable  when  the  proper  procedure 
is  followed.  Each  machine  has  some  advantages  and 
disadvantages,  and  it  is  helpful  if  patients  are  able  to 
watch  a demonstration  of  two  or  more  of  the  instru- 
ments so  they  may  decide  which  one  they  would  be 
most  comfortable  using  at  home.  Most  third  party 
carriers  will  cover  at  least  part  of  the  cost  of  the 
meters  which  average  $150  or  so. 


Antenatal  fetal  assessment  • The  most  commonly 
used  procedures  to  evaluate  the  fetus  in  utero  are 
ultrasonography,  nonstress  tests  (NST),  contraction 
stress  test  (CST),  and  amniocentesis  (Table  3).  De- 
termination of  the  fetal  biparietal  diameter  at  18 
weeks  gestation  is  helpful  in  accurately  establishing 
gestational  age.  Nonstress  tests  are  done  weekly 
after  the  34th  gestational  week  and  are  considered  to 
be  reactive  when  the  fetal  heart  rate  increases  by  at 
least  15  beats  per  minute  following  fetal  movement. 
If  the  nonstress  test  is  nonreactive  (no  increase  in 
the  fetal  heart  rate  with  movement),  a CST  is  done. 
No  change  or  an  increase  in  the  heart  rate  following 
uterine  contractions  induced  by  oxytocin  or  nipple 
stimulation  is  reassuring.  Early  delivery  should  be 
strongly  considered  if  late  deceleration  of  the  heart 
rates  follows  uterine  contractions. 

Urinary  estriol  determinations  were  once  widely 
used  to  assess  the  fetal/maternal  unit  but  are  rarely 
used  now.13  Maternal  urine  and  serum  estriol  levels 
normally  increase  progressively  with  advancing  ges- 
tation. A fall  in  the  serum  urine  estriol  of  greater 
than  35%  compared  to  the  mean  of  the  previous 
three  days  usually  is  indicative  of  fetal  distress. 


Table  3 -Antenatal  Fetal  Assessment. 

Ultrasonography  is  done  between  16-30  weeks  of  gesta- 
tion to  estimate  gestational  age. 

Beginning  at  34  weeks  gestation,  nonstress  tests  are  con- 
ducted weekly.  If  there  is  a history  of  previous  stillbirth, 
the  test  is  done  biweekly. 

A contraction  stress  test  is  done  if  the  nonstress  test  is 
nonreactive. 

Serum  or  urinary  estriol  levels  are  not  frequently  done; 
centers  that  use  the  test  obtain  these  daily  especially  in 
patients  with  a nonreactive  nonstress  test  or  a suspicious 
contraction  stress  test,  or  as  the  clinical  situation  dictates. 


Impending  intrauterine  death  cannot  always  be 
predicted  by  any  of  these  tests;  however,  when  the 
NST  and  OCT  are  not  reassuring  early  delivery 
should  be  considered. 

The  incidence  of  prematurity  and  respiratory 
distress  syndrome  has  been  markedly  reduced  by  the 
routine  use  of  amniocentesis  to  determine  fetal  lung 
maturity  before  elective  delivery.  The  respiratory 
distress  syndrome,  secondary  to  hyaline  membrane 
disease,  is  charactreized  by  collapse  of  the  lungs 
upon  exhalation  due  to  the  lack  of  alveolar  stability. 
The  collapse  of  the  alveoli  results  from  deficiency 
of  surface  active  phospholipids,  one  of  which  is  leci- 
thin. Amniotic  fluid  lecithin  concentrations  rise 
throughout  gestation  with  an  abrupt  increase  oc- 
curring at  35-36  weeks.  A L/S  ratio  of  greater  than 
3/1  is  associated  with  fetal  lung  maturity  and  a low 
incidence  of  hyaline  membrane  disease.14 

Although  some  skeletal  abnormalities  such  as 
spinal  agenesis  may  be  noted  on  ultrasonography, 
there  is  no  accurate  way  to  exclude  the  presence  of 
most  congenital  abnormalities  prior  to  delivery.  The 
evidence  that  poor  diabetic  control  is  associated 
with  an  increased  incidence  of  major  congenital 
anomalies15  has  prompted  us  to  advise  all  diabetic 
women  to  postpone  pregnancy  until  glycosylated 
hemoglobin  levels  are  normal.  We  support  the  belief 
that  the  best  way  to  reduce  the  incidence  of  abnor- 
malities is  to  maintain  as  good  control  as  possible  at 
the  time  of  conception  and  in  the  early  weeks  of 
gestation.16 

Genetic  factors  • It  has  become  increasingly  ap- 
parent that  diabetes  mellitus  is  not  a single  disease 
but  rather  a number  of  diseases  in  which  blood  sugar 
elevation  is  a principle  feature.  At  least  two  types  of 
diabetes  are  now  recognized:  type  I and  type  II.  Type 
I insulin  dependent,  ketosis  prone  diabetes  mellitus 
usually  develops  before  age  35.  This  type  was  pre- 
viously classified  as  juvenile  onset  diabetes,  and  is 
characterized  by  lability  of  the  blood  sugar.  Type  I 
diabetes  mellitus  does  not  appear  to  be  directly  in- 
herited but  susceptibility  to  the  disease  is  genetical- 
ly transmitted.  Type  I diabetes  often  is  associated 
with  certain  human  leukocytes  antigens  (HLA). 
These  antigen  sites  on  the  sixth  chromosome  may 
be  markers  for  genes  that  are  responsible  for  the  in- 
creased susceptibility  to  ketosis  prone  diabetes. 
There  is  no  close  association,  however,  between  the 
HLA  types  and  maturity  onset  or  type  II  diabetes. 
Type  II  diabetes  on  the  other  hand  is  very  likely  an 
inherited  metabolic  disorder  in  which  environmen- 
tal factors  may  play  a role.  Obesity,  for  example, 
may  precipitate  the  disease. 

Overall,  the  child  of  a diabetic  parent  has  be- 
tween a 2-6%  chance  of  developing  diabetes  before 
age  25  or  about  a 10%  chance  of  having  diabetes  by 
age  65.  The  increased  risk  is  primarily  for  the  same 
type  of  diabetes  (type  I or  type  II)  that  the  parent  has. 
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Patient  education  • Most  diabetic  patients  will 
have  many  questions  regarding  management  of  dia- 
betes as  well  as  the  risks  of  pregnancy.  A fact  sheet 
answering  these  questions  or  a pamphlet  containing 
information  about  diabetes  in  pregnancy  may  help 
to  reduce  anxiety  and  enhance  compliance.  During 
pregnancy  most  patients  are  highly  motivated  and 
receptive  to  changes  in  diet  as  well  as  to  home  moni- 
toring of  blood  sugar.  With  frequent  blood  sugar  de- 
terminations and  careful  attention  to  details  of 
management  during  pregnancy,  it  becomes  obvious 
to  patients  that  good  control  can  be  achieved.  This 
may  be  helpful  in  motivating  patients  to  assume 
more  responsibility  for  their  own  control  not  only 
during  pregnancy  but  after  delivery  as  well. 

Certainly  the  role  of  a team  consisting  of  a peri- 
natologist, dietician,  diabetes  educator,  pediatri- 
cian, in  addition  to  the  patient's  internist  or  family 
practitioner,  is  to  be  supportive  and  to  insist  re- 
peatedly that  blood  glucose  control  can  be  achieved. 
Now  that  there  is  evidence  that  the  incidence  of 
congenital  abnormalities  varies  with  the  degree  of 
control,  all  young  diabetic  women  should  be  advised 
regarding  the  need  for  very  strict  tight  control  of 
their  blood  sugar  prior  to  conception.  In  addition 
they  should  be  counselled  regarding  the  expense  and 
time  involved  in  the  usual  therapeutic  program  that 
must  be  followed  during  pregnancy.  Women  with 
diabetes  who  understand  the  risk  involved,  especially 
to  the  infant,  should  not  be  discouraged  from  be- 
coming pregnant.  Instead,  every  effort  should  be 
made  to  provide  optimal  medical  care  to  insure  the 
best  possible  outcome  of  the  pregnancy. 


References 

1 White,  P : Pregnancy  and  Diabetes,  in  Marble,  A,  White,  P , Bradley,  R and 
Knoll,  L.  (eds) : loslin's  Diabetes  Mellitus  Philadelphia,  Lee  & Febriger,  581-598, 
1971. 

2.  McFarland,  K.F.;  Pai,  M.S.,  and  Coleman,  J.L.:  Outcome  of  Diabetic  Pregnancies, 
J.S.C  M.  A.  485-488,  1981 

3 Wright,  A.D  ; Nicholson,  H.O.;  Taylor,  K.G.,  et  al:  Maternal  Blood  Glucose  Con- 
trol and  Outcome  of  Diabetic  Pregnancy,  Postgrad  Med.  J.  58:411-414,  1982. 

4.  McFarland,  K.F.:  Diabetes  in  Pregnancy,  Am.  Fam  Physician  25:5,  195-199, 
1982. 

5.  Carstensen,  L.L.;  Frost-Larsen,  K , Fugleberg,  S.,  and  Nerup,  J : Does  Pregnancy 
Influence  Prognosis  of  Uncomplicated  Insulin-Dependent  Diabetes  Mellitus? 
Diabetes  Care  5:1,  1-4,  1982. 

6 Lemons,  J.A.;  Vargas,  P.,  and  DeLaney,  J J.:  Infant  of  Diabetic  Mother.  Review  of 
225  Cases,  Obstet.  Gynecol.  57:187-192,  1981. 

7 Karlsson,  K and  Kjellmer,  I.:  Outcome  of  Diabetic  Pregnancies  in  Relation  to 
Mother's  Blood  Sugar  Level,  Am.  J.  Obstet.  Gynecol.  112:2,  213-220,  1972. 

8 O'Sullivan,  J.B  ; Mahan,  C M , Charles,  D , and  Dandrow,  R.V.:  Screening 
Criteria  for  High-Risk  Gestational  Diabetic  Patients,  Am  J.  Obstet.  Gynecol. 
116:7,  895-900,  1973. 

9 Ney,  D.  and  Hollingsworth,  D.R  : Nutritional  Management  of  Pregnancy  Com- 
plicated by  Diabetes.  Historical  Perspective,  Diabetes  Care  4.6,  647-654,  1981. 

10.  McFarland,  K.F.:  Care  of  Pregnant  Diabetic.  Postgrad  Med.  66:5,  64-71,  1979 

11  Baker,  C.  and  McFarland,  K.F.:  Endocrinology.  In  Rakel's  Textbook  of  Family 
Practice,  3rd  Edition,  R E Rakel  (ed),  Philadelphia,  W B Saunders  Company, 
949-997,  1984. 

12  American  Diabetes  Association  Indications  for  Use  of  Continuous  Insulin 
Delivery  Systems  and  Self-measurement  of  Blood  Glucose,  Diabetes  Care  5:2, 
140-141,  1982. 

13.  Fern,  P.E.;  Grunert,  G.M.,  and  Lewis,  S B : Urinary  Estriols:  Are  They  of  Value  in 
Normoglycemic  Diabetic  Pregnancy?  Diabetes  Care  5:3,  316-318,  1982. 

14  Tabsh,  K.M  A , Brinkman,  C.R  , and  Bashore,  R A : Lecithin:  Sphingomyelin 
Ratio  in  Pregnancies  Complicated  by  Insulin-Dependent  Diabetes  Mellitus, 
Obstet.  Gynecol.  59:3,  353-358,  1982. 

15.  Miller,  E;  Hare,  J.W.;  Cloherty,  J.P.,  et  al:  Elevated  Maternal  Hemoglobin  Ale  in 
Early  Pregnancy  and  Major  Congenital  Anomalies  in  Infants  of  Diabetic  Mothers, 
N.  England  I.  M.  304:22,  1331-1334,  1981. 

16.  Fuhrmann,  K.;  Reiher,  H ; Semmler,  K.,  et  al:  Prevention  of  Congenital  Malfor- 
mations in  Infants  of  Insulin-Dependent  Diabetic  Mothers,  Diabetes  Care  6:3, 
219-223,  1983. 


• Dr.  McFarland,  University  of  South  Carolina 
School  of  Medicine,  Department  of  OB/GYN, 
3321  Medical  Park  Road,  Columbia,  SC  29203. 


Vol.  72,  NO.  3/J.  FLORIDA  M.A./MARCH  1985/175 


Pseudocarcinoma:  a major 
pitfall  in  the  practice  of 
hematolog^/bncology 


Craig  S.  Kitchens,  M.D. 


ABSTRACT:  In  any  area  of  medicine,  correct  therapy 
of  a disease  depends  upon  accurate  diagnosis.  In 
hematology-oncology,  additional  burdens  of  a false 
diagnosis  of  cancer  include  emotional  issues  and  the 
real  threat  of  therapeutic  side  effects  of  nonindicated 
chemotherapy.  The  patient  with  an  established  diag- 
nosis of  cancer,  particularly  if  in  a stable  situation, 
is  not  protected  from  other  maladies  unrelated  to  the 
malignancy.  Therefore,  new  signs  and  symptoms  of 
disease  are  not  necessarily  those  of  cancer  progression. 
Using  examples  from  an  active  teaching  hospital 
practice,  some  points  are  made  which  are  hopefully 
instructional. 
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Imparting  a diagnosis  of  cancer  leaves  a patient 
not  only  with  the  perception  of  the  bad  news  of  a 
disease  usually  having  a poor  prognosis  but  also  raises 
fears,  some  justified  and  others  not,  of  chemother- 
apy, the  real  likelihood  of  "patient  abandonment"  by 
nursing  and  other  supporting  personnel,  and  the 
concern  by  family  members  of  contagiousness  of 
cancer.  As  foreboding  as  these  may  be,  perhaps  even 
more  tragic  are  these  feelings  in  the  face  of  either  a 
false  diagnosis  of  cancer  or  a major  complication  of 
cancer  in  an  otherwise  stable  patient.  I will  call  these 
clinical  situations  "pseudocarcinoma."  By  way  of 
example  using  several  cases  in  my  teaching  hospital 
practice,  I will  attempt  to  illustrate  either  the  false 
diagnosis  of  cancer  or,  in  a stable  patient  with  cancer, 
a side  effect  or  an  unrelated  illness  ascribed  to  a 
relapse  or  acceleration  of  the  primary  disease. 

The  problems  with  a false  diagnosis  of  cancer  or 
a related  event  are  enumerated  in  Table  1.  I have 
already  mentioned  patient  abandonment  which  is 
too  often  a real  event.  Frequently,  we  have  seen  staff 
enamored  by  the  diagnostic  pursuit  of  a fever  of 
unknown  origin  only  become  dismayed  and  often 
neglect  the  patient  if  that  fever  proves  to  be  due  to 
occult  carcinoma.  Too  often  I have  seen  the  attitudes 
of  nursing  and  paramedical  personnel  dramatically 
change  as  soon  as  a diagnosis  of  cancer  is  made.  If  a 
diagnosis  is  indeed  falsely  made,  the  disease  process 
accounting  for  the  signs  and  symptoms  is  either  not 
treated  or  treated  in  a delayed  fashion  after  further 
progression.  The  majority  of  diseases  mimicking 
cancer  are  readily  treatable  and  include  tuberculosis, 
lupus  erythematosus,  and  others.  Chemotherapy 
may  have  been  administered  for  an  underlying  non- 
malignant  disease.  Not  only  do  diseases  such  as 
tuberculosis  not  respond  to  cancer  chemotherapy 
but,  additionally,  all  the  side  effects  are  needlessly 


encountered  and  perhaps  the  primary  disease  is  even 
aggravated  by  chemotherapy,  such  as  prednisone  being 
administered  to  someone  actually  having  tuberculosis. 
Naturally,  all  this  results  in  not  only  incorrect  care 
of  the  patient  but  perhaps  a medical-legal  difficulty. 
Lastly,  whenever  the  truth  is  discovered,  either  by 
another  physician  or  in  the  autopsy  suite,  professional 
embarrassment  results. 

It  is  our  opinion  that  these  pitfalls  should  be 
expressed  not  to  enhance  embarrassment  but  to 
make  persons  aware  that  such  mistakes  are  possible 
and  to  use  these  misadventures  as  teaching  points. 

Report  of  cases  — Case  1.  — At  34  years  of  age,  this 
patient  presented  with  a massive  burden  of  tumor  which 
was  proven  to  be  disseminated  anaplastic  seminoma.  Because 
of  the  tremendous  bulk  of  disease,  he  was  treated  aggressively 
with  concurrent  chemotherapy  and  radiotherapy.  He  had  a 
dramatic  remission  with  resolution  of  all  observable 
tumor.  However,  beginning  approximately  a month  after 
remission  and  over  the  following  year,  he  mysteriously 
lost  approximately  100  pounds.  He  then  appeared  quite 
emaciated,  showing  all  the  clinical,  physical,  and  laboratory 
signs  of  severe  malnutrition.  The  admitting  diagnosis  was 
relapse  of  the  tumor.  He  had  no  specific  complaints  and 
physical  examination  only  showed  the  emaciated  man. 
Radiographs  and  computed  tomographic  studies  did  not 
disclose  any  residual  tumor.  In  spite  of  denial  of  dysphagia, 
it  was  noted  by  the  housestaff  that  attempts  to  eat  were 
obviously  extremely  difficult  for  the  patient  who  confided 
that  he  thought  that  this  was  only  natural  following 
chemotherapy  and  radiotherapy.  A barium  swallow  of  the 
esophagus  showed  extreme  stenosis  of  nearly  the  entire 
esophagus.  In  retrospect,  he  had  severe  erosive  esophagitis 
concomitant  with  the  combined  chemotherapy  and  radio- 
therapy. Appropriate  dilatation  therapy  of  his  esophagus 
resulted  in  a dramatic  response.  The  patient  has  regained 
100  pounds  and  now,  five  years  later,  remains  in  total 
remission  and  is  of  normal  weight. 

Extreme  weight  loss,  emaciation  and  negative 
nitrogen  balance  made  the  housestaff  quite  con- 
vinced that  this  patient  had  a recurrence  of  his  tumor 
although  it  was  not  to  be  found.  Only  through  close 
clinical  observation  was  it  determined  that  the  man 
did  in  fact  suffer  from  severe  dysphagia.  The  ease  with 
which  a diagnosis  can  be  confirmed  following  proper 
suspicion  does  not  negate  the  fact  that  a diagnosis 
is  still  easy  to  miss.  It  must  be  thought  of  first.  It 
also  points  out  that  relatively  simple  treatment, 
bouginage,  was  more  therapeutic  and  more  easily 
administered  and  accepted  than  another  cycle  of 
aggressive  chemotherapy. 


Table  1.  — Problems  Related  to  False  Diagnosis  of  Cancer. 

Patient  abandonment 
No  therapy  for  the  underlying  disease 
No  indication  for  administered  chemotherapy 
"Pain  and  suffering" 

Professional  embarrassment 


Case  2.  — At  age  60,  this  woman  presented  with  fairly 
classic  nodular  poorly  differentiated  lymphoma  and  was 
appropriately  treated  with  combination  chemotherapy  using 
cyclophosphamide,  vincristine,  and  prednisone  achieving 
a gratifying  response.  Over  the  next  year,  she  complained 
of  lethargy  and  weakness  and  was  found  on  physical  exam- 
ination to  have  large  pleural  and  pericardial  effusions.  In 
spite  of  search  for  tumor  mass,  conversion  to  a more  aggres- 
sive form  of  lymphoma,  or  even  leukemic  involvement  of 
her  disease,  no  evidence  for  such  was  found.  She  continued 
to  become  weaker  and  more  lethargic.  When  her  primary  care 
hematologist-oncologist  was  out  of  town,  the  patient  was 
attended  in  the  outpatient  clinic  by  another  physician.  The 
patient  was  diagnosed  as  suffering  from  myxedema  which 
was  confirmed  by  laboratory  testing.  More  importantly, 
administration  of  thyroid  hormone  resulted  in  prompt 
resolution  of  all  symptoms  and  abnormal  laboratory  and 
clinical  findings. 

Things  are  not  always  what  they  seem.  This 
woman  was  assumed  to  have  a recurrence  of  her 
tumor  and  perhaps  even  obstruction  of  her  thoracic 
duct  by  tumor  because  of  the  weakness,  lethargy  and 
accumulation  of  pleural  fluid.  There  is  an  association 
between  autoimmune  diseases  such  as  hypothyroid- 
ism and  lymphoma.  Only  after  several  months,  when 
the  myxedema  became  quite  pronounced,  was  the 
insidious  but  pernicious  development  of  this  endo- 
crinopathy  noted  at  first  glance  by  another  physician. 
For  this  reason  alone,  perhaps  it  is  good  that  several 
physicians  attend  the  mixture  of  complex  patients 
such  as  these. 


Case  3.  — This  65 -year-old  woman  had  been  suffering 
from  pancytopenia  for  the  last  for*  years.  At  that  time  she 
was  found  to  have  a nonspecific  hyperplastic  myeloprolif- 
erative disorder.  Unfortunately,  her  hematocrit  was  low  so 
that  for  the  next  four  years  she  had  to  be  supported  by 
transfusions  at  the  rate  of  approximately  three  units  of 
packed  red  cells  every  month.  She  began  to  complain  of  more 
weakness  and  tiredness;  the  transfusion  pace  was  acceler- 
ated However,  attempts  to  keep  her  hematocrit  as  high  as 
even  30%  did  not  alleviate  her  symptoms.  Attempts  to 
document  conversion  of  her  vague  myeloproliferative 
disorder  to  frank  leukemia  were  unsuccessful.  Again,  it 
was  only  when  seen  by  a new  disinterested  party,  namely 
the  emergency  room  housestaff,  was  it  appreciated  this 
woman  was  in  chronic  diabetic  ketoacidosis.  Her  blood 
glucose  levels  were  in  the  range  of  600-700  mg%.  She  had 
heavy  glycosuria  and  mild  ketonuria.  Subsequent  evalua- 
tion showed,  in  fact,  she  had  developed  hemochromatosis 
most  likely  related  to  her  transfusion  burden  and  that  she 
was  now  suffering  from  the  endocrinopathy  of  that  disorder. 
She  responded  fairly  well  to  insulin  therapy. 

Again,  the  insidiousness  of  the  side  effects  of 
her  treatment  (in  this  case  transfusion)  made  it  diffi- 
cult to  appreciate  the  fact  that  she  was  manifesting  a 
different  disease.  The  "therapeutic  blinders"  of  her 
primary  physician  restricted  the  diagnostic  possibil- 
ities to  only  those  involving  the  myeloproliferative 
disorder  or  leukemia. 
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Case  4.  — This  50-year-old  man  had  undergone  colon 
resection  three  years  previously  for  adenocarcinoma  which 
proved  to  be  Duke's  classification  C.  He  intermittently 
returned  to  the  surgical  clinic  for  follow-up.  For  the  last 
several  months,  he  had  been  complaining  of  increased  weak- 
ness but  no  weight  loss.  It  was  found  that  his  calcium  was 
15  mg/dl.  On  chest  x-ray,  he  had  approximately  20 
nodular  densities  in  each  lung  field.  He  was  diagnosed  as 
having  widely  metastatic  carcinoma  of  the  colon  with 
hypercalcemia  and  was  transferred  to  the  medical  service. 

A workup  there  showed  no  evidence  of  liver  metastases. 
More  importantly,  the  chest  x-rays  from  the  hospitaliza- 
tion at  which  time  his  colectomy  was  performed  were 
reviewed  and  showed  exactly  the  same  number  and  size  of 
densities  as  the  present  x-ray.  Apparently  these  had  not 
been  appreciated  at  the  time  of  colectomy.  After  having  his 
calcium  controlled  by  saline  diuresis,  he  underwent  a 
thoracotomy  which  proved  him  to  have  sarcoidosis.  He  has 
responded  well  to  therapy  for  that  disorder  and  has  not  had 
recurrence  of  the  carcinoma. 

It  would  be  distinctly  unusual  to  have  this 
many  lung  metastases  from  colon  cancer  without 
first  having  involvement  in  the  liver.  A review  of  the 
previous  medical  record,  which  seems  to  be  often 
forgotten  in  modern  day  medicine,  showed  that  his 
current  chest  x-ray  was  essentially  unchanged. 
Hypercalcemia  would  be  unusual  in  metastatic  colon 
carcinoma  but  quite  typical  of  sarcoidosis.  Had  the 
correct  diagnosis  not  been  appreciated,  he  would 
have  expired  from  hypercalcemia.  If  so,  and  had  an 
autopsy  not  been  performed,  the  misdiagnosis  would 
have  been  a self-fulfilled  prophesy. 

Case  5.  — This  middle  aged  nurse  presented  to  the  hospital 
because  of  weight  loss,  chills  and  fevers.  She  was  found  to 
have  a hematocrit  of  28%  and  a chest  x-ray  showing  multiple 
nodules  in  each  lung  field.  Her  family  history  was  positive 
for  carcinoma  of  the  breast.  She  had  a moderate  pericardial 
effusion.  Pericardiocentesis  revealed  bloody  fluid  which 
was  negative  for  tumor  cells.  She  was  diagnosed  as  having 
carcinomatosis  with  pericardial  involvement  with  breast 
as  the  probable  primary  site.  Examination  and  mammo- 
graphy failed  to  reveal  any  masses.  No  tumor  could  be 
found.  At  that  point,  a repeat  detailed  history  and  physical 
without  emphasis  on  carcinoma  were  done.  New  findings 
included  cytoid  bodies  in  the  eye  grounds  and  a sedimentation 
rate  of  130  mm/hr.  Percutaneous  biopsy  of  one  of  the  lung 
nodules  revealed  granulomatous  tissue.  She  was  then  diag- 
nosed as  having  Wegener’s  granulomatosis.  She  had  a prompt 
and  dramatic  lasting  remission  induced  by  prednisone 
administration. 

Early  in  her  evaluation,  this  woman  was  diag- 
nosed as  having  carcinoma  which  was  proven  to  be 
wrong.  Whereas  sedimentation  rates  are  commonly 
increased  in  carcinomatosis,  in  this  case  the  elevation 
was  excessive.  The  finding  of  cytoid  bodies  was  more 
consistent  with  a rheumatic  phenomenon.  Biopsy 
proved  that  she  had  a granulomas  disease  rather 
than  a milignant  disease. 

Case  6.  — An  elderly  black  man  was  admitted  to  the  hospital 
for  fever,  weight  loss  and  jaundice.  Examination  showed  a 
large  ill-defined  epigastiric  mass.  Laboratory  examination 
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showed  an  increase  in  his  plasma  direct  bilirubin  and  alkaline 
phosphatase.  He  was  diagnosed  as  having  carcinoma,  most 
likely  of  pancreatic  origin.  The  man  steadfastly  refused 
laparotomy  and  within  a month  or  so  expired.  Autopsy 
showed  tuberculous  peritonitis  with  a large  omental  mass. 

This  man  unfortunately  died  of  what  was  prob- 
ably a treatable  disorder.  His  lack  of  cooperation  no 
doubt  assisted  in  the  misdiagnosis;  however,  had  other 
diagnoses  been  seriously  entertained,  perhaps  more 
force  could  have  been  brought  to  bear  for  a diagnostic 
procedure. 

Case  7.  — A 70-year-old  man  came  to  the  hospital  with 
extreme  fatigue  complaining  of  having  last  been  well 
approximately  a year  ago.  During  that  time  he  had  lost  100 
pounds.  Physical  examination  was  unremarkable  at  the 
time  except  for  weight  loss.  A radiographic  search  for 
cancer  was  unrevealing  although  everyone  was  convinced 
he  had  cancer.  When  roentgenography  failed,  the  history 
and  physical  were  again  repeated  with  attention  to  the 
possibility  of  nonmalignant  diseases  in  mind.  It  was 
discovered  that  he  had  mild  diarrhea  but  not  enough  to 
account  alone  for  the  weight  loss.  It  was  also  noted  on 
reviewing  his  graphics  that  he  had  exhibited  nocturnal 
tachycardia  at  a time  he  did  not  have  fever.  Thyroid  studies 
were  obtained  and  it  became  clear  at  once  that  he  was  suf- 
fering from  apathetic  hyperthyroidism. 

Even  in  retrospect,  this  man  did  not  have  any  of 
the  classical  signs  of  hyperthyroidism  but  rather  had 
an  enormous  amount  of  weight  loss  and  presented 
with  otherwise  nonspecific  findings.  Appropriate 
follow-up  of  one  small  clue,  namely  tachycardia, 
resulted  in  the  appropriate  diagnosis.  He  responded 
dramatically  to  treatment  and  has  regained  the  vast 
majority  of  his  weight  and  strength. 

Case  8.  — A 75-year-old  man  presented  to  the  hospital 
because  of  "falling  down  spells.”  He  also  had  mild  dementia 
and  evaluation  showed  frontal  lobe  dysfunction  and  papil- 
ledema. Computed  tomographic  studies  of  the  head  showed  a 
large  frontal  mass  but  also  two  or  three  smaller  masses  in 
the  cerebellar  area.  He  was  diagnosed  as  having  a primary 
brain  tumor,  most  likely  glioblastoma  multiforme.  Neuro- 
surgical consultation  did  not  think  that  biopsy  was  warranted. 

He  was  given  radiation,  4,000  R,  with  improvement  in  his 
signs  and  symptoms.  He  died  a month  or  so  later  from  a 
downhill  course  with  progressive  frontal  lobe  dysfunction. 
Autopsy  showed  multiple  cryptococcal  abscesses  of  the 
brain. 

This  patient  was  misdiagnosed  but  according  to 
all  observers  got  some  temporary  relief  from  radio- 
therapy. A clue  was  that  a large  brain  tumor  should 
not  have  multiple  satellite  lesions  which  classic 
cryptococcal  disease  may  demonstrate.  In  retrospect, 
the  patient  had  been  administered  a brief  but  intense 
course  of  prednisone  for  Bell's  palsy  several  months 
before  his  symptoms  began  which  may  have  activated 
previous  cryptococcal  disease  with  secondary  hem- 
atogenous spread.  This  patient  was  treated  without 
a tissue  diagnosis. 


Case  9.  — This  middle-aged  man  had  a mediastinal  presen- 
tation of  Hodgkin's  disease,  mixed  cellularity  type.  He  was 
treated  with  aggressive  radiotherapy  to  the  chest  and 
multiagent  chemotherapy  with  a dramatic  response.  He 
had  resolution  of  all  the  tumor  mass  for  approximately  four 
years  after  which  time  he  presented  to  the  clinic  complaining 
of  lethargy  and  weakness.  His  wife  pointed  out  that  his  face 
had  become  puffy.  He  was  diagnosed  as  having  a probable 
recurrence  of  mediastinal  Hodgkin's  disease  with  superior 
vena  caval  compression.  Appropriate  studies  failed  to  con- 
firm that  diagnosis.  When  we  recognized  what  ports  were 
used  for  his  radiotherapy,  thyroid  studies  were  obtained 
which  showed  a marked  degree  of  hypothyroidism.  His 
lethargy,  weakness,  and  puffy  face  all  responded  promptly 
to  thyroid  replacement  and  he  is  still  in  clinical  remission 
from  both  Hodgkin's  disease  and  myxedema. 

Obviously  one  of  the  side  effects  of  radiotherapy 
to  the  neck  can  be  hypothyroidism.  This  is  usually  a 
long-term  side  effect.  This  may  not  be  appreciated 
in  patients  who  do  not  as  a rule  survive  long  enough 
to  develop  this  complication. 

Discussion  • Table  2 represents  some  diseases 
which  can  mimic  carcinomatosis  and  all  of  which  I 
have  observed.  Obviously,  every  disease  needs  to  be 
confirmed  before  a sound  diagnosis  can  be  made.  The 
practice  of  clinical  medicine  makes  it  clear  that  not 
everyone  can  have  a firm  diagnosis  every  time  but  one 
should  attempt  to  minimize  misdiagnoses.  The  pri- 
mary mechanism  for  doing  such  is  certainly  the 
"golden  rule  of  hematology-oncology"  which  is  to 
get  a tissue  diagnosis.  As  the  diagnosis  of  cancer  will 
more  often  be  correct  than  incorrect  in  cases  such  as 
we  have  presented,  sometimes  one  feels  reluctant  to 
confirm  "the  obvious,”  particularly  when  appropri- 
ate confirmation  of  the  diagnosis  may  involve  time, 
expense,  and  pain.  Surgical  colleagues  may  be  reluc- 
tant to  perform  biopsies  for  what  at  first  glance 
would  seem  obvious.  However,  it  is  cases  such  as 
these  that  underscore  the  real  necessity  of  a tissue 
diagnosis. 

The  diseases  listed  in  Table  2 are  in  general 
much  more  pleasing  to  treat  than  carcinoma  or  a 
complication  of  cancer  had  the  tumor  previously 
been  in  remission.  Of  the  nine  cases  reported,  the 
majority  had  comparably  treatable  diseases  which 
were  rather  gratifying  to  the  clinician  and  to  the  pa- 
tient. Perhaps  all  would  agree  that  it  is  more  effica- 
cious to  look  for  readily  treatable  disease  (even  if 
this  necessitates  tissue  diagnosis  or  other  con- 
firmatory methods)  in  the  bulk  of  patients  who  ap- 
pear to  have  cancer  than  to  miss  such  cases.  In  my 
estimation  the  overall  morbidity  and  mortality  of 
these  diagnostic  procedures  are  clearly  justified. 

Table  3 lists  the  primary  paths  by  way  of  which 
one  can  find  himself  in  a diagnostic  pitfall  in  hema- 
tology-oncology. As  mentioned,  the  first  principle 
of  getting  a tissue  diagnosis  is  usually  violated. 
Failure  of  appreciating  the  natural  history  of  a patient 
with  a known  cancer  often  gets  one  involved  as  the 


Table  2.  — Diseases  Which  May  Mimic  Carcinomatosis. 

Tuberculosis 

Syphilis 

Whipple's  disease 
AIDS 

Giant  cell  arteritis 

Wegener's  granulomatosis 

Lupus  erythematous 

Thyroid  disease 

Addison's  disease 

Sarcoidosis 

Amyloidosis 

Poisoning 

Malabsorption 

Starvation 


Table  3.  — Paths  Leading  to  Pitfalls 

Failure  to  get  tissue  diagnosis 
Failure  to  appreciate  natural  history  of  a malignancy 
Failure  to  appreciate  side  effects  of  therapy 
Diagnostic  blinders  may  give  diagnostic  blunders 
Assume  too  much 


failure  to  realize  that  liver  metastases  are  most  com- 
mon in  patients  with  colon  cancer  as  represented  in 
Case  4,  or  failure  to  realize  the  association  of 
autoimmune  diseases  such  as  the  patient  in  Case  2 
who  developed  hypothyroidism  as  almost  a natural 
consequence  of  the  underlying  lymphomatous  pro- 
cess. There  are  long  term  effects  of  chemotherapy 
such  as  illustrated  by  the  patient  in  Case  1 who  had 
the  severe  esophageal  stricture  and  the  patient  in 
Case  9 who  developed  hypothyroidism  following 
radiotherapy  four  years  previously.  Certainly  the 
modern  practice  of  any  subspeciality  consciously  or 
unconsciously  leads  one  to  employ  therapeutic 
blinders.  We  diagnose  what  we  see  and  we  see  what 
we  know.  However,  as  these  cases  demonstrate,  one 
may  not  always  "see”  with  clear  vision.  Finally,  it 
is  too  easy  to  assume  things.  One  certainly  recalls 
what  one  needs  to  add  to  "U"  and  "Me"  to  equal 
"assume." 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 

AMEDD  Personnel  Counselor 
3101  Maguire  Boulevard 
Essex  Building,  Suite  166 
Orlando,  FL  32803 
(305)  896-0780 


ACCREDITED  SEMINAR  on  the 
MANAGEMENTof  PERIPHERAL 
VENOUS  DISEASE 

A Clear  Direction  for  Clinical  Evaluation 
in  an  Innovative  Educational  Format 


Venous  disease  is  often  misdiagnosed,  and  the  fact  that  it  is  controllable  by 
conservative  management  is  not  widely  recognized.  This  seminar  presents  practical, 
comprehensive  information  presented  by  leading  vascular  surgeons  on  how 
to  diagnose,  treat  and  control  venous  disorders.  The  program  includes: 

• 

anatomy  and  pathophysiology 

• 

efficacious,  time-saving  means  of  differential  diagnosis,  using  current  vascular 
diagnostic  technology,  conducted  according  to  a unique  algorithm 

• 

successful  new  treatment  modalities  for  prevalent  problems  such  as  varicosity 

and  thromboembolism 

• 

determining  the  need  for  surgery,  and  an  overview  of  new  surgical  techniques 

• 

an  information  manual 

The  Management  of  Peripheral  Venous  Disease  seminar  is  accredited  by  the 
American  Academy  of  Family  Physicians. 

March  28, 1985  - Clearwater  Beach,  FL 
Keynote  Speakers: 

John  Cranley,  Jr.,  M.D.;  W Andrew  Dale,  M.D.; 

George  Johnson,  Jr.,  M.D. 

Sponsored  by  Camp  International,  Inc.  and  Morton  Plant  Hospital. 

For  more  information,  contact: 

CAMP  INTERNATIONAL,  INC 

Isabelle  S.  Green 
Director  of  Medical  Informatics 
RO.  Box  89 

Jacks  on,  Michigan  49204 
(517)  787-1600 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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SPECIAL  ARTICLE 


The  Florida  Patient's 
Compensation  Fund  and  the 
Florida  Medical  Malpractice  Joint 
Underwriting  Association 


William  M.  Howard,  Ph.D. 


The  Florida  Patient's  Compensation  Fund, 
established  by  statute  in  1975  to  provide  malpractice 
insurance  for  Florida  doctors  and  hospitals,  has  incur- 
red substantial  deficits.  Doctors  who  were  members 
of  the  Fund  have  been  assessed  $24  million  in  addition 
to  the  fees  (or  premiums)  they  have  paid  and  hospitals 
have  been  assessed  an  additional  $143  million.  Doc- 
tors cannot  be  assessed  further  according  to  the 
statute  under  which  the  Fund  was  established  though 
there  is  some  doubt  on  this  point.  Estimates  of  addi- 
tional assessments  that  may  be  levied  against 
hospitals  for  fiscal  years  1976-77  through  1981-82 
range  from  about  $150  million  to  more  than  $400 
million. 

No  doctors  have  been  members  of  the  Fund  since 
June  30,  1983.  No  hospitals  have  been  members  since 
June  30,  1982. 

The  Florida  Patient’s  Compensation  Fund  ap- 
pears to  have  served  several  thousand  Florida  doctors 
with  reasonable  success  for  the  period  July  1,  1976 
through  June  30,  1983.  It  appears  to  have  shifted  a 
substantial  part  of  the  cost  of  malpractice  insurance 
from  participating  doctors  to  participating  hospitals. 
For  participating  hospitals,  operation  of  the  Fund  may 
fairly  be  characterized  as  a misfortune  if  not  a disaster. 


The  Author 

WILLIAM  M.  HOWARD,  Ph.D. 

Dr.  Howard  is  a Professor  of  Finance  and  Insurance 
at  the  University  of  Florida  Graduate  School  of  Busi- 
ness Administration,  Gainesville. 


The  Florida  Medical  Malpractice  Joint  Under- 
writing Association,  established  by  Florida  Statute  in 
1975  to  assure  the  availability  of  the  underlying  limits 
of  malpractice  insurance  required  of  doctors  as  a con- 
dition for  participating  in  the  Fund,  appears  to  have 
operated  successfully. 

Establishment  of  the  Fund  and  the  Association  • In 

1975  the  State  of  Florida  established  two  agencies 
intended  to  relieve  problems  related  to  professional 
liability:  The  Florida  Patient's  Compensation  Fund 
and  Florida  Medical  Malpractice  Underwriting 
Association.  The  need  resulted  from  rapidly  rising 
premiums  for  malpractice  insurance  and  the  decision 
of  major  insurers  to  greatly  reduce  the  amounts  of 
malpractice  insurance  written  in  Florida.  Malpractice 
insurance  threatened  to  become  virtually  unavailable 
to  many  Florida  doctors  and  hospitals. 

The  Florida  Patient’s  Compensation  Fund  was 
established  as  an  assessable  compensation  fund  to 
provide  for  payments  to  patients  who  make  claims 
against  doctors,  osteopaths,  podiatrists,  and 
hospitals,1  and  for  defense  of  such  claims.  For  the 
fiscal  year  1976-77  and  there-after  coverage  was  also 
provided  for  health  maintenance  organizations,  am- 
bulatory surgical  centers,  and  professional  associa- 
tions. The  coverage  is  similar  to  insurance  though  the 
Fund  is  not  an  insurance  company.  The  statute  pro- 
vided for  a limitation  of  doctors'  liability  over 
$100,000  per  claim  and  $500,000  per  occurance  and 
provided  that  claimants  must  name  the  Fund  as  a 
defendant  for  any  amounts  claimed  in  excess  of  the 
underlying  limits.  To  participate  in  the  Fund  doctors 
were  required  to  provide  for  payments  of  at  least 
$100,000  per  claim  and  an  aggregate  limit  of  $500,000 
per  occurrence  through  insurance,  self  insurance,  or 
other  means  specified  by  statute  as  a condition  of 
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membership.  Thus,  a doctor  who  joined  the  Fund  was 
fully  protected  against  loss  arising  from  malpractice 
lawsuits. 

The  Florida  Medical  Malpractice  Joint  Under- 
writing Association  was  created  to  provide  the 
$100,000/$500,000  underlying  limits  of  insurance  re- 
quired for  participation  in  the  Fund.  Doctors  and 
other  providers  who  obtained  medical  malpractice  in- 
surance through  the  Association  were  not  required  to 
he  members  of  the  Fund  and  members  of  the  Fund 
were  not  required  to  be  members  of  the  Association. 

Contributions  to  the  Fund  were  set  at  $1,000  for 
doctors  for  the  fiscal  year  1975-76  and  renewal  con- 
tributions were  set  at  $500.  First  year  contributions 
for  hospitals  were  $500  per  bed  and  renewal  contribu- 
tions $300.  Those  rates  remained  in  effect  through  the 
1979-80  fiscal  year.  Rates  for  doctors  for  various  years 
are  shown  in  Table  1.  Rates  for  other  providers  are 
shown  in  Table  2. 

Any  deficits  to  the  fund  for  any  fiscal  year  were  to 
be  recovered  by  assessment  of  those  who  were 
members  in  that  year.  The  assessments  were  origi- 
nally limited  for  doctors  to  a maximum  of  an  amount 
equal  to  the  original  membership  fee  for  that  year. 
They  were  subsequently  increased  to  200%  of  the 


original  membership  fee  for  1982-83  and  were  in- 
creased to  the  amount  required  to  pay  losses  and  ex- 
penses for  1983-84  — that  is  possible  assessments 
were  unlimited.  No  doctors  were  members  of  the 
Fund  for  the  1983-84  fiscal  year  and  none  have 
become  members  since  then.  There  is  no  limit  to  the 
assessment  for  other  providers. 

Financial  experience  of  the  Fund  • Deficits  have,  in 
fact,  occurred.  The  Insurance  Commissioner  has 
issued  seven  orders  of  assessment,  each  providing  for 
one  or  more  fiscal  years. 


Date  of  Order 
or  Notice 


Fiscal  Year 


September  22,  1982 
January  13,  1982 
July  28,  1982 
September  1 1,  1982 
March  14,  1983 
September  19,  1983 

November  9,  1984 


1976- 77 

1977- 78 

1977-78  and  1978-79 

1979- 80 

1980- 81 

1976- 77,  1977-78,  1978-79, 
1979-80  and  1980-81 

1977- 78,  1979-80,  1980-81 

and  1981-82 


These  assessments  are  summarized  in  Tables  3 
and  4.  The  sum  of  the  assessments  is  $170  million. 


Table  1. 

- Rates  for  individual  Doctors  by  Class 

and  Fiscal  Year.* 

Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

1st 

1st 

1st 

1st 

1st 

Year 

Renewal 

Year 

Renewal 

Year 

Renewal 

Year  Renewal 

Year  Renewal 

Territory  1 * * 

1975-76 

$1,000 

$1,000 

$ 1,000 

1976-77 

1,000 

$500 

1,000 

$500 

1,000 

$ 500 

1977-78 

1,000 

$500 

1,000 

500 

1,000 

500 

1978-79 

1,000 

500 

1,000 

500 

1,000 

500 

1979-80 

1,000 

500 

1,250 

750 

1,500 

1,000 

1980-81 

1,125 

625 

1,438 

771 

1,175 

1,250 

1981-82 

852 

1,534 

4,323 

1982-83 

2,380 

5,408 

11,074 

$16,319 

$19,816 

1983-84 

1,919 

4,361 

9,287 

13,687 

16,621 

Territory  2*** 

1979-80 

$ 912 

$412 

$1,117 

$617 

$ 1,323 

$ 823 

1980-81 

1,015 

515 

1,271 

771 

1,529 

1,029 

1981-82 

698 

1,257 

3,543 

1982-83 

1,428 

3,245 

6,644 

$ 7,971 

$11,890 

1983-84 

1,151 

2,617 

5,573 

8,212 

9,975 

Territory  3**** 

1982-83 

$ 952 

$2,163 

$ 4,429 

$ 6,528 

$ 7,926 

1983-84 

768 

1,744 

3,715 

5,475 

6,648 

‘Doctors  with  $100,000 

underlying 

coverage 

for  fiscal  years  1975-68  through  1981-82;  $150,000  underlying  limits  for  1983-84. 

* * All  of  Florida  to  June  30,  1979;  Dade  and  Broward  Counties  thereafter. 

* “All  of  Florida  except  Dade  and  Broward  Counties,  July  1, 1979  to  June  30, 1982;  Palm  Beach,  Pinellas,  Duval,  Hillsborough  and 

Orange  Counties  thereafter. 

**  * * All  of  Florida  except  Territory  1 and  Territory  2 after  July  1,  1982. 

Source:  Florida  Patient's  Compensation  Fund  Rate  Schedules  for  various  years. 
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Table  2.  — Fees  Paid  by  individual  Hospitals,  Health  Maintenance  Organizations  and  Ambulatory  Surgical  Centers 
in  Various  Years. 


Hospitals 

(per  bed) 

1976-76 

$300 

1976-77 

300 

1977-78 

300 

1978-79 

300 

1979-80 

300 

1981-82 

310 

1982-83 

710* 

1983-84 

820** 

Health  Maintenance 

Ambulatory 
Surgical  Centers 

Organizations 

(per  100  out 

(per  100  subscribers) 

patient  visits) 

$200 

$30 

200 

30 

200 

30 

200 

30 

200 

30 

200 

30 

200 

30 

200 

30 

*Dade  and  Broward  Counties. 

* * Dade  and  Broward  Counties,  $1 50,000  primary  insurance  limits,  $5,000,000  Florida  Patient's  Compensation  Fund  limit,  including 
the  primary  limit,  through  the  Fund. 


Source.  Florida  Patient's  Compensation  Fund  Rate  Schedules  for  various  years. 


1979-80  and  1980-81  each  of  these  providers  have 
been  assessed  amounts  that  are  more  than  five  times 
the  original  fees.  Only  one  assessment  has  been  levied 
so  far  for  the  year  1981-82.  Some  knowledgeable 
observers  expect  ultimate  assessments  for  1981-82  to 
be  far  greater  than  the  one  assessment  levied  on 
November  9,  1984.  The  assessments,  as  a percentage 
of  fees,  are  shown  in  Table  5. 

Each  of  the  assessments  recognizes  losses  and  ex- 
penses that  had  been  incurred  to  the  date  of  the  assess- 
ment. They  do  not  include  losses  that  had  been  incur- 
red but  had  not  yet  been  reported.  With  allowance  for 
losses  that  have  been  incurred  but  not  yet  reported  it 
seems  likely  — almost  certain  — that  substantial  ad- 
ditional assessments  will  be  levied  for  most  or  all 
fiscal  years  1976-77  through  1982-83. 

A report  by  the  actuarial  consulting  firm,  Tilling- 
hast,  Nelson  and  Warren,  Inc.,  dated  December  12, 
1983  indicates  an  estimated  deficit  to  the  Fund  for  the 


Table  3.  — Total  Assessments  Levied  Against  Doctors  for  Various  Fiscal  Years. 


Class  1 

Class  2 

Doctors 

Class  3 

Class  4 Class  5 

Total 

1976-77 

$ 788,495 

$ 74,887 

$ 1,024876 

Class  4 and 

$ 1,888,258 

1977-78 

839,910 

457,172 

1,901,415 

Class  5 became 
classifications 

3,198,497 

1978-79 

177,375 

503,398 

828,032 

starting 

July  1,  1982. 

1,508,805 

1979-80 

860,170 

876,207 

1,625,305 

3,361,682 

1980-81 

1,530,442 

800,016 

1,991,775 

4,322,233 

1981-82 

1,370,667 

1,974,946 

6,476,422 

9,822,035 

Total 

$5,567,059 

$4,686,626 

$13,847,825 

$24,101,510 

Note:  Assessments  levied  against  doctors  who  were  members  for  the  1978-79  fiscal  year  are  lower  than  for  the  preceding  year 
and  for  the  subsequent  year.  Many  of  these  doctors  were  paying  a second  year  fee  of  $500  rather  than  a first  year  fee  of 
$1,000.  Some  also  had  greater  credit  for  greater  underlying  limits.  Assessments  were  limited  to  100%  of  fees. 


Doctors 

Hospitals 

Health  Maintenance 
Organizations, 
Ambulatory 
Surgical  Centers 
and  Professional 
Associations 

Total 


$ 24,101,510 
143,197,243 


$ 2,900,013 

$170,198,766 


Doctors  who  have  been  members  of  the  Fund 
have  been  assessed  maximum  allowable  assessment 
for  each  year  through  1981-82.  Assessments  of 
hospitals,  ambulatory  surgical  centers  and  health 
maintenance  organizations  have  been  much  more 
than  the  original  membership  fees.  For  the  years 
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Table  4.  — Assessments  Levied  Against  Providers  Other  than  Doctors  in 
various  Fiscal  Years  to  March  31, 1984. 


Hospitals 

Health 

Maintenance 

Organizations 

Ambulatory 

Surgical 

Centers 

Professional 

Associations 

Total  All 
Providers* 

1976-77 

$ 2,096,820 

None 

$ 2,524 

$ 41,206 

$ 4,028,808 

1977-78 

8,800,151 

$ 4,426 

9,481 

202,698 

12,215,253 

1978-79 

23,977,548 

22,637 

70,088 

302,400 

25,881,478 

1979-80 

30,953,486 

78,380 

145,355 

403,947 

34,942,850 

1980-81 

32,990,609 

78,881 

174,150 

485,335 

38,051,208 

1981-82 

44,378,629 

150,994 

151,499 

576,012 

55,079,169 

Total 

$143,197,243 

$335,318 

$553,097 

$2,011,598 

$170,198,766 

‘Including  doctors,  Table  3. 


years  1975-76  through  1982-83  of  $319  million.  Fees 
and  assessments  received  have  been  taken  into  con- 
sideration in  making  this  estimate.  A report  dated 
March  6,  1984  by  Gary  Granoff  of  Granoff  Resources 
indicates  an  estimated  deficit  of  $387  million. 
Estimates  of  future  assessments  to  be  levied  against 
members  of  the  Fund  for  fiscal  years  1975-76  through 
1982-83  are  made  by  me  on  the  basis  of  the  two 
reports.2 


Based  on 

Tillinghast,  Nelson 
and  Warren,  Inc. 
Estimate 

Based  on 

Granoff  Resources 
Estimate 

Ultimate  losses 

Other  expenses 

$425,084,000 

2,888,000 

$492,793,000 

2,788,000 

$427,972,000 

$495,581,000 

Fees  and  interest 
Assessments  levied 

108.414.000 

179.199.000 

108.414.000 

170.199.000 

$287,613,000 

$278,613,000 

On  the  basis  of  ultimate  losses  and  expenses 
estimated  by  Tillinghast,  Nelson  and  Warren,  Inc., 
and  by  Granoff  Resources,  and  on  fees  and  interest, 
and  assessments  levied,  it  is  estimated  that  further 
assessments  ranging  from  $146  million  to  $204 
million  will  be  levied  for  fiscal  years  1975-76  through 
1982-83.  Since  all  of  this  would  presumably  be  levied 
against  hospitals,  health  maintenance  organizations 


Estimated  future  additional 

assessments  $146,471,000  $204,180,000 

and  ambulatory  surgical  centers,  the  total 
assessments  to  these  providers  could  exceed  15  times 
their  original  membership  fees. 

In  informal  conversation  informed  insurance 
executives  have  said  that  the  amounts  and  frequency 
of  awards  in  medical  malpractice  cases  in  Florida  in 


Table  5.  — Assessments  Levied  Against  Providers  in  Various  Years  as  Percentages  of  Fees  Paid  in  Each  Year 
(including  Assessments  and  Reassessments  Levied  to  November  9, 1984). 


Membership 

Year 

Doctors 

Professional 

Associations 

1976-77 

100.0 

47.1 

1977-78 

100.2* 

99.8 

1978-79 

100.0 

100.0 

1979-80 

100.0 

100.0 

1980-81 

100.0 

100.0 

1981-82 

100.0 

100.0 

Hospitals 

Ambulatory 

Surgical 

Centers 

Health 

Maintenance 

Organizations 

47.1 

47.1 

305.8 

99.0 

100.1 

426.01 

426.1 

526.1 

580.6 

580.6 

580.7 

844.3 

859.0 

849.5 

201.5 

211.0 

211.2 

‘Rounding  error  perhaps.  Assessments  of  doctors  is  limited  to  100%  of  fees  paid. 

Source:  "Assessments,''  an  unaudited  document  prepared  by  employees  of  the  Patient's  Compensation  Fund  and  a telephone 
conversation  with  Ms.  Penny  Lacayo  February  4, 1985. 
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Table  6.  — Number  of  Doctors  Who  were  Members  of  the  Florida  Patients  Compensation  Fund  in  various  Years. 


Class  1 

Class  2 

Class  3 

Class  4 

Class  5 

Total* 

1975-76 

545 

71 

947 

1,563 

1976-77 

1,098 

119 

1,457 

2,674 

1977-78 

1,396 

808 

1,583 

3,787 

1978-79 

1,517 

970 

1,689 

4,176 

1979-80 

1,676 

1,123 

1,867 

4,666 

1980-81 

2,479 

1,019 

1,969 

5,467 

1981-82 

1,922 

1,708 

1,792 

5,442 

1982-83 

1,790 

277 

218 

228 

315 

2,828 

1983-84 

None 

None 

None 

None 

None 

None 

‘Source:  ''Indemnity  Expense"  report  as  of  3/31/84,  Florida  Patient's  Compensation  Fund.  An  unaudited  report  prepared  for 
managerial  purposes  only. 


the  past  year  have  substantially  exceeded  forecasts. 
Since  this  recent  information  was  not  available  at  the 
time  the  Tillinghast,  Nelson  and  Warren,  Inc.,  and 
Granoff  Associates  reviews  were  prepared  it  seems 
possible  — even  likely  — that  the  deficit  to  the  Fund 
may  he  substantially  greater  than  the  estimates 
shown.  Estimated  deficits  of  $100  to  $200  million 
greater  have  been  mentioned.  While  these  higher 
estimates  have  not  been  documented,  nor  attested  to 
by  actuaries,  they  are  not  without  significance. 

Membership  in  the  Fund  • There  are  five  broad 
classifications  of  membership  in  the  Fund. 

Doctors,  osteopaths  and  podiatrists 

Professional  associations,  partnerships,  corpora- 
tions, joint  ventures,  or  other  professional  activity 

Hospitals 

Health  maintenance  organizations 

Ambulatory  surgical  centers  and  other  medical 
facilities. 

For  the  first  three  years  of  operation  of  the  Fund, 
1975-76  through  1977-78,  all  doctors,  osteopaths  and 
podiatrists  who  were  members  were  required  to  pay 
the  same  fees.3  For  the  next  three  years,  1978-82, 
there  were  three  classes  of  doctors  with  different  fees 
for  each  classification. 

Class  1 No  surgery 

Class  2 Minor  surgery 

Class  3 Major  surgery 

For  fiscal  years  1979-80,  1980-81  and  1981-82 
two  geographical  classifications  were  created:  (1) 
Dade  and  Broward  Counties  and  (2)  the  remainder  of 
the  state.  For  1982-83  and  1983-84  there  were  three 


geographical  classifications:  (1)  Dade  and  Broward 
Counties,  (2)  Palm  Beach,  Pinellas,  Duval, 
Hillsborough  and  Orange  Counties,  and  (3)  the  re- 
mainder of  the  state.  The  number  of  classifications  of 
doctors  was  increased  to  five:  ( 1 ) no  surgery,  (2)  minor 
surgery,  (3)  major  surgery  except  Class  4 and  Class  5, 
(4)  cardiovascular  surgery,  orthopedic  surgery, 
vascular  surgery,  and  (5)  anesthesiology,  obstetrics, 
obstetrics/gynecology,  neurosurgery.  Fees  for 
members  in  those  classifications  are  shown  in  Table 
1.  The  number  of  doctors  in  each  classification  who 
were  members  of  the  Fund  in  various  years  are  shown 
in  Table  6. 

The  number  of  doctors  who  were  members  of  the 
Fund  increased  from  1,563  in  1975-76  to  5,442  in 
1981-82  and  decreased  by  50%  to  2,828  for  1982-83. 
No  doctors  have  been  members  since  June  30,  1983. 
The  number  of  doctors  applying  for  membership  was 
not  large  enough  for  1983-84  to  provide  membership 
fees  of  $5  million  as  required  by  statute  for  continued 
coverage  of  doctors. 

The  number  of  hospitals  that  were  members  of 
the  Fund  increased  from  72  in  1975-76  to  124  in 
1980-81  and  decreased  to  120  in  1981-82.  As  of  |uly  1, 
1982  all  hospitals  remaining  in  the  Fund  withdrew. 
Membership  by  fiscal  year  is  shown  in  Table  7. 


Possible  liability  of  doctors  • In  view  of  substantial 
deficits  to  the  Fund  and  resistance  of  hospital  officials 
to  payment  of  assessments  that  have  been  levied,4  a 
question  arises  as  to  the  possible  liabilities  of  doctors 
who  have  been  members  of  the  Fund  and  against 
whom  claims  may  be  brought  successfully  If  the 
Fund  does  not  have  the  resources  to  pay  the  claims, 
will  the  doctors  he  directly  liable  for  them? 
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A doctor  against  whom  claim  is  brought  suc- 
cessfully and  against  whom  an  award  is  made  might 
argue  that  the  provision  of  Section  768.54  of  the 
statutes  specifically  limits  his  or  her  liability  to  the 
amount  of  underlying  insurance  coverage,  and  the 
Fund  is  responsible  for  any  claims  above  the  underly- 
ing coverage.  The  claimant  might  argue  that  the 
statute  cannot  take  away  the  right  to  just  compensa- 
tion for  injury  and  that  the  award  is  a responsibility  of 
the  doctor.  Some  observers  believe  that  some  doctors 
may  be  held  responsible  for  the  awards  and  may  have 
to  pay  them  if  resources  of  the  Fund  are  inadequate. 
The  question  has  not  been  answered  in  court. 

The  situation  is  somewhat  different  for  fiscal  year 
1982-83  than  for  other  fiscal  years.  In  1982-83,  2,828 
doctors  were  members  of  the  Fund  and  no  hospitals 
were  members.  Thus,  there  are  no  hospitals  to  he 
assessed  for  valid  claims  against  doctors  in  excess  of 
doctors'  fees  (or  premiums)  and  assessments. 

The  Florida  Medical  Malpractice  Joint  Underwriting 
Association  • The  Florida  Medical  Malpractice  Joint 
Underwriting  Association  is  an  association  of  in- 
surance companies  and  self-insurers  that  write 
casualty  insurance  in  Florida.  The  Association 
operates  under  the  supervision  of  a Board  of  Gover- 
nors consisting  of  representatives  of  five  of  the  in- 
surers participating  in  the  Association,  an  attorney 
named  by  the  Florida  Bar,  a physician  named  by  the 
Florida  Medical  Association  and  a representative 
named  by  the  Florida  Hospital  Association.  In  1985 
the  St.  Paul  Fire  and  Marine  Insurance  Company 
issues  policies  on  behalf  of  the  Florida  Medical 
Malpractice  Joint  Underwriting  Association  and  pro- 
vides settlement  of  claim  service  under  a contract 
entered  into  with  the  Board  of  Governors.5  If  the 
Association  incurs  a deficit  for  a fiscal  year  each 
policyholder  for  that  fiscal  year  is  subject  to  assess- 
ment not  to  exceed  one  third  of  its  regular  annual  pay- 
ment to  the  Association.  If  there  is  any  remaining 
deficit  after  assessment  of  policyholders  the  excess  is 
to  be  recoverd  from  member  insurers.  Thus,  the 
Association  has  sufficient  resources  to  meet  virtually 
any  possible  level  of  losses  and  expenses. 

It  appears  that  the  Florida  Medical  Malpractice 
Joint  Underwriting  Association  has  operated  suc- 
cessfully and  has  not  experienced  the  large  losses  in- 


Table  7.  — Number  of  Hospitals  That  were  Members  of 
the  Florida  Patient's  Compensation  Fund, 
and  Number  of  Beds. 


Number 

Number 

Hospitals* 

Beds** 

1975-78 

72 

6,460 

1976-77 

111 

15,179 

1977-78 

121 

17,498 

1978-79 

128 

19,148 

1979-80 

129 

20,537 

1980-81 

124 

19,932 

1981-82 

120 

20,009 

1982-83 

None 

None 

1983-84 

None 

None 

*Source:  "Indemnity  Expense"  report  as  of  3/31/84,  Florida 
Patient's  Compensation  Fund  An  unaudited  report  pre- 
pared for  managerial  purposes  only. 

* 'Source:  A review  of  the  Fund  by  the  firm  Tiliinghast,  Neison 
and  Warren,  Inc.,  presented  to  the  General  Manager, 
December  2, 1983,  Exhibit  XIV. 


curred  by  the  Florida  Patient's  Compensation  Fund. 

However,  assessment  of  policyholders  for  some  prior 

years  is  considered  a possibility. 

References 

1.  For  simplicity  of  expression  individual  practioners  are  referred  to  as  doctors  in  this 
paper. 

2.  As  of  February  5,  1985. 

3.  Though  credit  has  always  been  given  for  underlying  coverage  greater  than  the 
minimum  required,  thus,  those  with  higher  underlying  coverage  paid  lower  fees 
to  the  Fund 

4 A number  of  cases  have  come  before  the  Florida  courts  in  which  the  Florida  Pa- 
tient's Compensation  Fund  has  brought  suit  against  hospitals  that  have  resisted 
assessments.  Some  of  these  cases  have  been  decided  in  favor  of  the  Fund  and  some 
have  not  yet  been  adjudicated.  No  hospital  has  yet  prevailed  in  any  of  the  suits. 

5.  Other  insurance  companies  have  performed  this  function  in  some  prior  years. 


• Dr.  Howard,  University  of  Florida,  Graduate 
School  of  Business  Administration,  Gainesville 
32611. 
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.1  know  it's  not  your 
iryday  patient  problem. 
:oholism  is  far  different 
m most  other  diseases, 
dents  try  to  hide  it  from 
a.  They  resist  treatment. 
iey  deny  they  have  the 
ease  at  all. 

Such  a complex  physical 
d emotional  problem 
daily  requires  extensive 
aluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  m 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient  s family. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-707 1)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  County, 
v 813/447-4806)  any- 

time,  day  or  night . 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


"A  MEDIC  Computer  System 
is  an  excellent  way  to  maintain 
a healthy  private  practice.  It's 
the  system  we  recommend 
to  our  6000  medical  clients'' 

W.  Fred  Mangan,  President 

The  PM  Group 

Black  and  Skaggs  Associates 


s - j. 


The  PM  Group,  nationally  recognized  man- 
agement consultants  to  the  medical  community, 
recommends  one  computer  system. The  MEDIC 
Computer  System. 

After  reviewing  more  than  60  systems,  a 
special  PM  Group  computer  committee  judged 
the  MEDIC  System  to  best  serve  the  needs  of  their 
private  practicing  physicians.The  system  most  able 
to  be  tailored  to  individual  needs.The  system  that 
offers  superior  customer  training  and  support. 


We'd  like  to  show  you  how  a MEDIC  System 
can  help  your  practice,  like  it's  helped  over 
200  others.  Because  we  want  your  en- 
dorsement too. 


Texas  ^ 
Instruments 


CQMPUtNG  PRODUCTS 

AUTHORIZED 

SALES 


medic 

computer  systems 


P.O.  Box  272110,  Tampa,  Florida  33688, 813/962-2480  or  outside  Florida  call  toll  free  1-800-334-8534 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information,  A Brief  Summary  follows 

DESCRIPTION 

Norleslrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  ol  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeulics  lo 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  Ihromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 

4.  Known  or  suspected  carcinoma  of  the  breast 

5,  Known  or  suspected  estrogen-dependent  neoplasia 

6,  Undiagnosed  abnormal  genital  bleeding 

7,  Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8  Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products, 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1.  Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater. 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

II  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives;  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  conlraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions. 

3.  Carcinoma.  Long-term  continuous  administration  ol  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 
In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives, however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  laken  to  rule  out  malignancy.  Women  wilh  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives, The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy;  Birth  Defects  in  Oilspring , and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  ol  polyploidy  are  Increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  lo  Ihe  sched- 


ule, the  possibility  ot  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  conlraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  ot  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceplives.  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hyperlension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
conlraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1.  A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size. 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceplives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  |aundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice.  If  jaundice  develops,  the  medication  should  be  discontinued, 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function. 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8.  Serum  folate  levels  may  be  depressed, 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 

VIII.  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion,  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin,  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  letracycline,  and  ampicillin 

ADVERSE  REACTIONS 


An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis;  pulmonary  embolism,  coronary  thrombosis;  cerebral 
thrombosis,  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies. 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting;  change  in  menstrual  flow, 
dysmenorrhea;  amenorrhea  during  and  after  treatment:  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  laundice;  migraine;  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted,  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome,  headache;  nervousness;  dizziness;  hirsutisrh. 
loss  of  scalp  hair;  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [2Lj  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills. 

Norlestrin  [2 T]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills, 

Norlestrin  [Be]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FEj  2 5/50  is  available  in  compacts  each  containing  21  pink  lablets  and  7 
brown  lablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  lablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  ot 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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BALANCED 


CALCIUM  CFr 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 


‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 


References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:360-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 


cardizem. 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM”  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


CH2CH,N(CH3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin.  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  ot  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker. 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  Intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (i 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  e 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre: 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System 
Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  hr* 
dia,  palpitations,  congestive  heart  f; 
syncope 

Paresthesia,  nervousness,  somnol 
tremor,  insomnia,  hallucinations,  and  am 
Constipation,  dyspepsia,  diarrhea,  von 
mild  elevations  of  alkaline  phosphatase. 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosens 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episod 
vasospastic  angina  developed  periods  of  transient  asymptc 
asystole  approximately  five  hours  after  receiving  a single  f 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM:  erythema  multiformi 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase. 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  be 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establisher 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE  ' 

Overdosage  experience  with  oral  diltiazem  has  been  Hi 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toll 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggi 
response,  appropriate  supportive  measures  should  be  emplo 
addition  to  gastric  lavage. The  following  measures  may  be  consi 


Bradycardia 


High-Degree  AV 
Block 

Cardiac  Failure 


Administer  atropine  (0.60  to  10  mg).  II 
is  no  response  to  vagal  blockade,  admi  i 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  wil 
diac  pacing. 

Administer  inotropic  agents  (isoprote 
dopamine,  or  dobutamine)  and  diuretics 


Hypotension  Vasopressors  (eg,  dopamine  or  levarti; 

bitartrate).  . ( 

Actual  treatment  and  dosage  should  depend  on  the  severity ) » 
clinical  situation  and  the  judgment  and  experience  of  the  tr 
physician 

The  oral/LDS0's  in  mice  and  rats  range  from  415  to  740  r 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD , 
these  species  were  60  and  38  mg/kg.  respectively.  The  oral  l ; 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethali  r 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  k 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  asso 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pa 
needs.  Starting  with  30  mg  four  times  daily,  before  meals ; 
bedtime,  dosage  should  be  increased  gradually  (given  in  c 
doses  three  or  four  times  daily)  at  one-  to  two-day  interval 
optimum  response  is  obtained.  Although  individual  patienl 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  cr  i 
ing  dosage  requirements  in  patients  with  impaired  renal  or  h i 
function.  If  the  drug  must  be  used  in  such  patients,  titration  she  I 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abod 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  bu 
have  been  no  controlled  studies  to  evaluate  the  anti; 
effectiveness  of  this  combination. 

3.  Beta-blockers,  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  IOC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  thr 
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NOTES  & NEWS 


, Final  plans  coming  together 
for  111th  Annual  Meeting 
Scientific  Program 

The  111th  Annual  Meeting  of  the  Florida  Med- 
ical Association  promises  to  offer  another  outstand- 
ing and  valuable  scientific  program.  Highlighting 
the  program  will  be  a Thursday  afternoon  sym- 
posium entitled  "Quality  Medicine  in  a Rapidly 
Changing  Environment,"  and  special  programs  on 
Bioethics  and  "The  Basics  of  Searching  Medline." 
Council  on  Scientific  Activities  Chairman  Pierre  J. 
Bouis  Jr.,  M.D.  and  Committee  on  Medical  Educa- 
tion Chairman  Orris  O.  Rollie,  M.D.  encourage  all 
members  to  attend  these  excellent  programs. 

As  in  the  past,  20  hours  of  AMA  Category  I 
credit  will  be  available  to  program  registrants. 
Scientific  sections  scheduled  are  listed  below  and 
the  complete  scientific  program  will  be  included  in 
the  April  issue  of  The  Journal  of  the  Florida  Medical 
Association. 

Florida  Allergy  and  Immunology  Society 

Roger  W.  Fox,  M.D. 

Saturday,  8:00-12:30  p.m. 

Florida  Chapter,  American  College  of  Chest  Physicians 

Mark  Snider,  M.D. 

Thursday,  1:30-4:30  p.m. 

Florida  Society  of  Clinical  Oncology 

John  Carbonneau 
Friday,  1:30-5:00  p.m. 

Florida  Society  of  Colon  and  Rectal  Surgeons 

Harvey  A.  Shub,  M.D. 

Friday,  1:30-5:30  p.m. 


Florida  Society  of  Dermatology 

Roger  S.  Golomb,  M.D. 

Friday,  3:00-5:00  p.m. 

Saturday,  8:00-12:00  noon 

American  Diabetes  Asociation,  Florida  Affiliate 
Anthony  Morrison,  M.D. 

Saturday,  9:30-12:00  noon 

Florida  Endocrine  Society 

Julio  C.  Pita  Jr.,  M.D. 

Friday,  1:30-5:30  p.m. 

Florida  Academy  of  Family  Physicians 

William  Stewart,  M.D. 

Saturday,  8:00-12:00  noon 

Florida  Gastroenterologic  Society 

Arvey  I.  Rogers,  M.D. 

Friday,  1:30-5:30  p.m. 

Florida  Society  of  Internal  Medicine 

Laurence  Lurie 
Wednesday,  1:00-3: 15  p.m. 

Florida  Region,  American  College  of  Physicians 

Eugene  R.  Schiff,  M.D. 

Wednesday,  1:00-3:15  p.m. 

Florida  Society  of  Neurology 

Walter  Martinez,  M.D. 

Saturday,  8:00-12:30  p.m. 

Florida  Neurosurgical  Society 

Barth  Green,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Association  of  Nuclear  Physicians 

Ronald  D.  Levy,  M.D. 

Saturday,  9:00-12:00  p.m. 

Florida  Obstetric  and  Gynecologic  Society 

Dale  L.  Taylor,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Occupational  Medicine  Association 

Emmett  Ferguson,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Orthopedic  Society 

Ralph  E.  Peterson,  M.D. 

Friday,  8:00-10:45  a.m. 

Friday,  1 :30-5:30  p.m. 

Saturday,  8:00-12:00  p.m. 

Florida  Society  of  Pathology 

Albert  Cohen,  M.D. 

Friday,  1:30-5:30  p.m. 
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Florida  Chapter,  American  Academy  of  Pediatrics 

Louis  St.  Petery  Jr.,  M.D. 

Saturday,  9:00-12:00  p.m. 

Florida  Association  of  Pediatric  Cardiologists 

David  Epstein,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Society  of  Plastic  and  Reconstructive  Surgeons 

Lawrence  Robbins,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Society  for  Preventive  Medicine 

Stephen  King,  M.D. 

Saturday,  8:00-12:00  p.m. 

Florida  Chapter,  American  Psychiatric  Association 

Juan  Rodriguez,  M.D. 

Friday,  7:30-10:45  a.m. 

Florida  Radiologic  Society 

William  Kieffer,  M.D. 

Friday,  1:30-5:30  p.m. 

Saturday,  8:00-12:00  noon 

Florida  Society  of  Rheumatology 

Mike  Mass,  M.D. 

Friday,  1:30-5:30  p.m. 


Video  health  fair  — a 

new  concept  in  public  service  by 

the  medical  profession 

On  April  19,  1985,  the  Lee  County  Medical 
Society  and  WINK-TV,  the  southwest  Florida  CBS 
affiliate,  will  make  Florida  history  by  participating 
in  a day  long  project  to  educate  the  public  in  medical 
matters  and  thereby  make  the  public  wiser  medical 
consumers. 

The  project  will  make  a phone  bank  of  physi- 
cians available  to  the  public.  Anyone  can  call  in  and 
speak  directly  to  a physician  on  any  medical  matter. 
Physicians  will  be  on  the  line  from  9:00  a.m.  until 
11:00  p.m.  and  will  dispense  free  health  and  medical 
advice  to  callers.  Throughout  the  day,  WINK-TV  will 
have  cut-ins  reminding  the  public  to  call. 

During  three  separate  hour  long  time  slots, 
(10-11:00  a.m.,  4-5:00  p.m.  and  8-9:00  p.m.)  pro- 
gramming will  be  given  over  to  the  medical  profes- 
sion for  presentation  on  a wide  variety  of  medical 
subjects. 

Medical  society  representatives  will  be  discuss- 
ing self-care,  life-styles,  wellness  and  how  to  find  a 
doctor.  Scores  of  other  more  specific  medical  matters 
including  lowering  costs  and  programs  on  medical 
care  will  be  explored. 

Over  100  physicians  have  volunteered  their  time 
by  giving  four  hours  to  participate  in  this  project.  En- 
thusiasm of  the  medical  society  is  extremely  high. 


Florida  Chapter,  American  College  of  Surgeons 

John  O.  Gage,  M.D. 

Friday,  2:00-5:00  p.m. 


Florida  Association  of  General  Surgeons 

William  Hartley,  M.D. 

Friday,  2:00-5:00  p.m. 

Florida  Thoracic  Society 

John  Ibach  Jr.,  M.D. 

Thursday,  1:30-4:30  p.m. 

Florida  Thoracic  and  Cardiovascular  Surgeons 

Douglas  Pupello,  M.D. 

Friday,  1:30-5:30  p.m. 

Florida  Urologic  Society 

David  Drylie,  M.D. 

Saturday,  9:00-12:00  noon 

FMF  Committee  on  Impaired  Physicians 

Arvey  I.  Rogers,  M.D. 

Joan  Barice,  M.D. 

Thursday,  1 :00-4:00  p.m. 
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DEAN’S  MESSAGE 


Erroneous  Perception 

From  October  9th  to  the  14th,  1984,  I was  privi- 
leged to  be  an  invited  guest  to  the  Florida  Medical 
Association's  Fall  Board  of  Governors  Meeting. 
Although  this  was  only  the  second  time  I was  able  to 
attend,  the  University  of  Miami  School  of  Medicine 
is  represented  annually.  I was  impressed  with  the 
fact  that  the  major  objective  of  the  FMA’s  leadership 
is  to  assure  that  the  citizens  of  our  State  receive  the 
best  possible  medical  care.1  The  Executive  Committee 
and  the  Board  are  composed  of  physicians  who  are 
knowledgeable  about  most  of  the  major  challenges 
facing  medicine.  However,  there  are  some  issues 
that  are  not  well  understood  by  the  membership  and 
attempts  to  deal  with  such  topics  could  be  based  on 
erroneous  perceptions  and  not  the  facts.  Two  specific 
examples  are  the  complexities  of  the  foreign  medical 
graduate  issue  and  how  the  FMA  can  have  meaning- 
ful input  in  assisting  medical  centers  to  improve  the 


quality  of  medical  education.  In  the  case  of  the 
former,  members  are  not  sufficiently  informed  to 
recognize  the  ramifications  of  this  problem.  Failure 
to  resolve  this  problem  in  a reasonable  and  equitable 
manner  could  severely  diminish  the  quality  of 
medical  care  provided  in  the  State.  Not  only  is 
organized  medicine  uninformed,  but  so  is  govern- 
ment (federal  and  state),  licensure  boards  and  many 
medical  schools.  The  issue  is  extremely  complex 
and  clouded  by  a great  deal  of  emotion.  I will  not 
attempt  to  review  the  foreign  medical  graduate  prob- 
lem in  this  brief  note,  but  refer  the  reader  to  a series  of 
articles  which  appeared  in  the  July  issue  of  the  New 
York  State  Journal  of  Medicine.2 

I am  more  concerned  about  the  apparent  percep- 
tions that  "some"  physicians  have  about  medical 
education  and,  more  important,  its  product  — new 
physicians.  Over  the  past  year,  a FMA  Committee 
on  Programs  and  Priorities  held  five  regional  meet- 
ings in  Jacksonville,  Pensacola,  Orlando,  Tampa  and 
Miami.  The  Committee  asked  practicing  physicians 
their  views  of  medical  education.  The  list  of  physician 
comments  presented  to  the  leadership  of  Florida's 
three  medical  schools  was  disappointing. 

Their  statements  fall  into  three  general  categor- 
ies. First,  that  medical  schools  are  concerned  only 
with  premedical  GPAs  and  MCAT  scores.  Secondly, 
today's  students,  undergraduate  and  postgraduate 
(interns  and  residents),  are  not  taught  anything 
about  the  art  or  business  aspects  of  medicine.  Third, 
that  the  medical  school's  approach  to  Continuing 
Medical  Education  is  less  than  satisfactory.  Finally, 
there  is  an  implication  that  the  quality  of  new  physi- 
cians graduating  and/or  going  into  practice  is  not  as 
good  as  it  could  be. 

I am  aware  that  the  Committee  did  not  conduct 
a scientific  study.  Moreover,  attendance  at  a series 
of  meetings  by  a few  professionals  who  apparently 
have  some  negative  impressions  does  not  mean  that 
their  attitudes  represent  those  of  the  profession. 
Nevertheless,  I feel  compelled  to  respond  and  provide 
my  own  perceptions.  I cannot  speak  for  the  University 
of  Florida  or  the  University  of  South  Florida  Colleges 
of  Medicine,  but  I am  certain  that  their  students  are 
as  equally  outstanding  as  those  at  the  University  of 
Miami  School  of  Medicine.  Students  are  bright,  and 
have  excellent  academic  records.  But,  more  impor- 
tant, they  are  dedicated,  compassionate  an  construc- 
tive. They  will  do  honor  to  our  noble  profession.3 
My  impressions  of  the  men  and  women  in  our  Medical 
Center's  JMH  and  VAMC  postgraduate  training  pro- 
gram is  that  the  trainees  truly  care  about  their  patients 
and  their  profession.  They  have  taken  a leadership 
position  in  cost  containment  and  understand  the 
ramifications  of  new  federal  legislation.  Their  con- 
cerns expressed  to  the  hospital  administration  are 
how  to  provide  a better  quality  of  care  more  effi- 
ciently. Do  we  have  problems  in  academic  centers? 


The  answer  is  yes.  One  of  them  is  a marvelous  pro- 
blem — How  do  you  select  postgraduate  trainees 
when  you  are  presented  with  many  of  the  best  and 
the  brightest  medical  school  graduates?  This  past 
year  we  filled  every  position  at  the  University  of 
Miami/Jackson  Memorial  Medical  Center.  Under- 
standably, many  qualified  students  did  not  make  it. 
However,  as  with  the  selection  process  for  under- 
graduates, major  consideration  was  given  to  the 
more  subtle,  personal  qualities  of  each  applicant.  All 
serious  candidates  have  at  least  one  interview,  each 
has  letters  of  personal  recommendation,  and  each  has 
confidential  evaluations  from  pre-medical  advisors 
or,  in  the  case  of  medical  graduates,  their  medical 
schools. 

If  there  is  a fair  criticism  voiced  by  the  physicians 
at  these  regional  meetings,  it  is  that  not  enough 
attention  is  given,  in  any  of  the  postgraduate  curricula, 
to  the  practical  business  aspects  required  by  future 
physicians.  Undergraduate  students  should  be  familiar 
with  issues  facing  the  health  professions.  However, 
with  periods  ranging  from  a few  years  to  eight  years 
before  entering  practice,  it  is  not  an  efficient  use  of 
time  to  provide  much  training  at  the  undergraduate 
level.  On  the  other  hand,  residents  and  fellows  should 
receive  an  orientation  into  the  realities  of  practice. 
It  is  my  opinion  this  can  be  accomplished  best  by 
utilizing  the  experience  of  practicing  physicians.  I 
invite  the  FMA  to  join  us  in  developing  such  a cur- 
riculum that  could  be  provided  on  a clinical  division 
basis  during  grand  rounds  to  our  trainees. 

The  teaching  of  medical  ethics  has  already  been 
successfully  implemented.  At  the  University  of  Miami 
School  of  Medicine  we  have  a required  course  entitled 
"Health  St  Human  Values."  It  is  a program  which 
has  evolved  over  the  past  ten  years  and  is  provided 
one  hundred  hours  in  our  curriculum.  A future  pub- 
lication of  the  Dean's  Message  will  present  this 
critically  important  aspect  of  our  curriculum.  Relative 
to  this  issue  is  the  substantial  curriculum  revision 
that  is  going  on  in  our  institution  and  every  school  of 
medicine.  Long  before  the  AAMC  issue  of  the  General 
Professional  Education  of  the  Physician  Report,  our 
school  had  initiated  most,  if  not  all,  their  recom- 
mendations. However,  much  remains  to  be  done. 

Finally,  the  issue  of  Continuing  Medical  Educa- 
tion. For  years  I have  heard  how  the  grand  rounds 
should  be  televised  to  physicians'  offices.  Several 
pilot  projects  of  this  type  have  been  tried  in  this 
country.  All  have  failed.  Last  year  our  school  con- 
ducted 95  CME  programs  and  had  8,093  registrants. 
The  school  has  instituted  a policy  of  inviting  clinical 
volunteer  faculty  to  these  meetings  and  not  charging 
a registration  fee  (except  preparatory  courses  for  cer- 
tified boards).  The  school  also  participated  with  the 
DCMA  and  local  hospitals  in  on-site  training.  The 
fact  is  that  physicians  who  wish  to  have  continuing 
education  get  it  on  a regular  basis.  My  opinion  is 
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that  you  cannot  legislate  such  education,  and  manda- 
tory hours  will  not  force  the  few  physicians  who  do 
not  keep  up  to  participate.  All  that  the  medical 
schools  can  do  is  to  make  certain  that  they  provide 
high  quality  CME  that  is  accessible  to  the  practicing 
physician. 

I am  pleased  that  the  Committee  has  brought 
these  concerns  to  the  attention  of  the  schools.  They 
point  out  that  communication  is  poor,  that  greater 
collaboration  and  understanding  between  the  prac- 
ticing physician  and  the  academic  health  centers  are 
essential.  Medical  schools  must  be  aware  of  what 
goes  on  in  the  community.  The  community  and, 
especially  our  professional  colleagues,  must  under- 
stand the  complex  challenges  that  face  academic 
medicine.  Not  only  are  we  confronted  with  the  same 
federal  regulation  of  the  practice  of  medicine,  but 
we  must  teach  and  seek  new  knowledge  at  a time 
when  no  one  wants  to  take  financial  responsibility 
for  these  essential  activities.  Without  the  support 
and  understanding  of  the  profession,  we  cannot  hope 
to  solve  the  problems.  Together  we  can  do  the  job 
successfully. 
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ADAMHA  stressing 
prevention  studies 

The  year  1984  saw  several  notable  advances  in 
the  alcohol,  drug  abuse  and  mental  health  fields. 

Basic  research  studies  in  the  neurosciences  con- 
tinued, with  scientists  seizing  opportunities  to 
study  the  effects  of  alcohol  and  drugs  and  mental 
disorders  on  brain  function.  The  trend  to  neurosci- 
entific approaches  to  understanding  and  treating 
these  disorders  is  being  fueled  by  sophisticated  new 
research  techniques  and  the  opening  of  new  frontiers 
in  knowledge. 

Prevention  came  to  the  forefront  of  the  agency's 
research  efforts.  The  first  annual  report  to  Congress 
on  Alcohol,  Drug  Abuse  and  Mental  Health  Admin- 
istration's (ADAMHA)  prevention  activities  showed 
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that  in  fiscal  1983  the  agency  spent  more  on  preven- 
tion research  than  ever  before:  $14  million  for  118 
projects,  compared  with  $6.3  million  in  fiscal  1980, 
as  these  fields  moved  to  develop  scientific  under- 
pinnings for  prevention  efforts. 

A new  study  completed  for  the  agency  by  the 
Research  Triangle  Institute  estimates  that  the  cost 
to  the  economy  of  the  abuse  of  alcohol  and  drugs  and 
mental  illness  totals  $190.7  billion  (for  1980).  This 
all-time  high  total  reflects  improved  methods  of 
estimation  and  factors  related  to  inflation  and  popu- 
lation growth.  It  includes  direct  costs  of  treatment 
from  accidents,  injuries  and  increases  in  morbidity, 
and  indirect  costs  stemming  from  lost  and  reduced 
productivity  and  other  factors. 

Alcohol  abuse  costs  are  estimated  at  $89.5  bil- 
lion,- drug  abuse  at  $46.9  billion,  and  mental  illness 
at  $54.2  billion  of  the  total. 

A landmark  survey  of  the  nation's  mental 
health  - the  largest  and  most  comprehensive  ever  - 
found  that  one  in  five  Americans  suffers  a psychi- 
atric disorder  in  the  course  of  six  months.  The 
National  Institute  of  Mental  Health  survey  of  nearly 
17,000  persons  in  New  Haven,  Baltimore,  and  St. 
Louis  included  schizophrenia,  anxiety  disorders 
such  as  phobias  and  panic,  the  depressions,  severe 
cognitive  impairments,  antisocial  personality  dis- 
orders, and  alcohol  and  drug  abuse  disorders. 

The  year  was  also  marked  by  Secretary  Margaret 
M.  Heckler's  release  of  the  DHHS  Task  Force  Report 
on  Alzheimer's  disease  and  her  announcement  of 
accelerating  research,  examining  respite  care  for 
families  of  victims,  and  reforming  medicare  cover- 
age for  Alzheimer's  treatment. 

We  convened  the  second  annual  conference  for 
youth  on  drinking  and  driving,  focusing  on  alcohol 
abuse  among  students  who  hold  jobs,  and  programs 
for  them  in  the  workplace. 

The  Fifth  Alcohol  and  Health  Report  submitted 
to  Congress  indicated  that  the  prevention  of  alcohol 
abuse  is  becoming  more  important  as  awareness 
grows  that  alcohol  problems  can  be  present  in  the 
entire  drinking  population. 

Among  promising  future  directions  are  im- 
proved early  identification  of  potential  problem 
drinkers  and  alcoholics  and  expanding  basic  know- 
ledge of  just  how  and  why  alcohol  abuse  is  so  de- 
structive. Treatment  findings  indicate  that  programs 
should  be  tailored  to  meet  the  needs  of  different 
types  of  clients. 

The  National  Institute  of  Mental  Health  re- 
ported on  progress  in  the  neurosciences,  including 
findings  on  brain  function  in  schizophrenics  and  a 
skill  cell  test  for  certain  depressive  subtypes.  The 
National  Institute  on  Drug  Abuse  ninth  annual  sur- 
vey of  high  school  seniors  in  the  U.S.  indicated  that 
daily  marijuana  use  declined  for  the  fifth  consecutive 


year,  with  one  out  of  18  seniors  still  reporting  daily 
use. 

These  and  other  developments  in  the  field  of 
alcohol  and  drug  abuse  are  reported  elsewhere  in 
this  issue,  in  institute  reports  that  follow. 

National  Institute  on  Alcohol  Abuse  and  Alcohol- 
ism • The  economic,  social  and  human  costs  of 
alcohol  abuse  and  alcoholism  are  devastating  to  our 
society.  Approximately  10  million  American  adults 
are  problem  drinkers  (including  those  who  suffer 
from  alcoholism). 

In  addition,  some  3 million  young  people  14  to 
17  years  old  have  problems  with  the  use  of  alcohol. 
Considering  the  lives  of  family,  friends,  employers, 
co-workers  and  innocent  bystanders,  countless 
numbers  of  Americans  are  affected. 

There  is  dramatic  evidence  of  this  major  public 
health  problem: 

• Studies  indicate  that  two-thirds  of  the  adult  pop- 
ulation consumes  alcoholic  beverages,  with  the 
heaviest  drinking  one-third  accounting  for  over 
95  percent  of  total  consumption. 

• Based  on  findings  by  the  Congressional  Office  of 
Technology  Assessment,  alcohol  abuse  may  be 
responsible  for  up  to  15  percent  of  the  nation's 
health  care  costs. 

• Liver  cirrhosis  — most  often  related  to  alcohol 
abuse  — was  the  eighth  leading  cause  of  death  in 
the  United  States  in  1980. 

• Traffic  accidents  are  the  greatest  cause  of  violent 
death  in  the  United  States.  Up  to  half  of  the 
deaths  resulting  from  traffic  accidents  are  alcohol- 
related. 

• For  adults  aged  25  to  44,  accidents  are  the  leading 
cause  of  death  by  a significant  margin  over  the 
second  and  third  leading  causes  — cancer  and 
heart  disease.  Between  one-third  and  one-half  of 
adult  Americans  involved  in  accidents,  crimes 
and  suicides  have  been  drinking  alcohol  prior  to 
the  event. 

• The  children  of  alcoholics  are  at  significantly 
increased  risk  for  alcohol  abuse  and  alcoholism 
and  for  other  alcohol-related  problems. 

The  economic  costs  to  society  of  alcohol  abuse 
and  alcoholism  are  also  appallingly  high.  The  most 
recent  estimate  (1980)  is  $89.5  billion  a year 
resulting  from  lost  employment  and  reduced  pro- 
ductivity, health  care,  crime,  motor  vehicle  crashes 
and  excess  morbidity  and  mortality. 

NIAAA  adopted  a major  priority  — to  focus 
resources  on  alcohol  and  drug-related  safety  issues. 
Despite  the  variety  of  settings  in  which  accidents  oc- 
cur, a common  thread  among  them  is  the  frequency 
with  which  alcohol  and  drugs  are  involved. 

This  project  will  involve  all  components  of  the 
institute  including  extramural  and  intramural 


research,  research  dissemination  and  prevention. 
Collaboration  was  invited  with  the  National  Insti- 
tute on  Drug  Abuse;  other  federal  departments  such 
as  Transportation  and  Defense  and  the  National 
Transportation  Safety  Board;  and  private  sector 
businesses  and  industry  concerned  with  safety 
issues,  such  as  the  General  Motors  Corporation, 
with  which  preliminary  talks  already  have  been 
held. 

The  new  safety  project  will  include  such  activi- 
ties as  research  to  assess  the  extent  of  alcohol  and 
drug  involvement  in  a variety  of  accidents;  advanc- 
ing the  state  of  knowledge  regarding  alcohol,  drugs, 
and  various  types  of  trauma;  and  developing  tech- 
niques to  more  effectively  prevent  and  reduce 
alcohol-related  accidents.  The  institute  will  encour- 
age investigators  to  develop  and  submit  applications 
on  various  aspects  of  the  alcohol  and  drug  safety 
issue  and  will  conduct  research  on  impairment 
levels  and  related  topics  in  the  institute's  intra- 
mural research  program. 

In  the  prevention  area,  NIAAA  established  a 
panel  of  alcohol  prevention  experts  to  review 
NIAAA's  prevention  efforts  and  to  provide  recom- 
mendations on  ways  to  use  the  insitute's  limited 
resources  most  effectively  for  prevention-related 
activities.  The  panel's  recommendations,  submitted 
to  the  director  in  July,  will  be  carefully  considered  as 
the  institute  plans  its  future  prevention  programs. 

In  the  short-term,  the  institute  focused  its  pre- 
vention and  health  promotion  activities  on  the  pre- 
vention of  alcohol  abuse  among  our  nation's  young 
people.  Building  upon  the  success  of  its  1982  educa- 
tional campaign,  the  institute  has  plans  to  prepare  a 
public  education  campaign  directed  toward  youth 
and  persons  who  care  for  them. 

The  campaign  will  assist  in  the  development  of 
attitudes  and  skills  necessary  to  prevent  youth  from 
developing  problems  with  alcohol  and  will  enlist 
parents  and  teachers  in  the  reinforcement  of  these 
attitudes  and  skills.  It  is  planned  for  release  in  late 
1985  and  will  include  print  and  broadcast  messages 
and  community-based  programs  implemented 
through  the  States. 

As  the  1984  American  Assembly  at  Columbia 
University  concluded,  “the  greatest  hope  for  signifi- 
cant improvement  in  the  alcohol  field  lies  in  more 
and  better  research.”  NIAAA,  as  its  primary  mission, 
focuses  on  research  and  the  dissemination  of  re- 
search findings  to  the  alcohol  and  related  health 
fields  and  the  general  public. 

Biomedical  and  behavioral  research  is  aimed  at 
building  a solid  base  of  knowledge  about  alcohol 
abuse  and  alcoholism  which  can  lead  to  better  treat- 
ment and  more  effective  prevention  approaches. 

The  heritability  of  alcoholism  continues  to  be  a 
fertile  field.  A genetic  basis  for  alcoholism,  appar- 
ently fanciful  theory  only  a decade  ago,  is  being 
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scientifically  confirmed  and  solidified.  There  is 
convincing  evidence  of  a genetic  predisposition  to 
alcoholism  in  perhaps  40  to  50  percent  of  alcoholic 
patients. 

One  of  the  most  challenging  tasks  facing  the 
alcohol  field,  and  the.  institute's  intra-  and  extra- 
mural research  programs,  is  to  find  out  precisely 
what  is  inherited  and  how  nature  and  nuture  inter- 
act to  produce  alcoholic  disease. 

Individuals  vary  genetically  in  their  ability  to 
metabolize  alcohol.  For  example,  some  Asians  are 
prone  to  an  uncomfortable  "flush"  reaction  to 
alcohol.  Now  researchers  have  found  a link  between 
alcohol  flush  and  the  genetic  absence  of  a specific 
enzyme. 

Research  in  the  neurosciences  is  beginning  to 
suggest  powerful  links  between  neurobiology  and 
responses  to  alcohol.  For  example,  alcohol  clearly 
alters  the  physical  properties  of  nerve  cell  mem- 
branes. When  alcohol  is  present,  membranes  become 
more  fluid.  But,  with  chronic  use,  the  membrane 
composition  becomes  more  rigid. 

This  phenomenon  suggests  a possible  biochemi- 
cal basis  for  tolerance.  Several  studies  indicate 
genetic  variability  in  sensitivity  to  the  membrane 
effects.  This  may  lead  to  understanding  a possible 
precursor  to  alcoholism. 

The  institute's  newly  created  Laboratory  of 
Clinical  Studies,  which  opened  in  October  of  1983 
on  the  campus  of  the  National  Institutes  of  Health, 
has  begun  its  focus  on  the  familial  transmission  of 
alcoholism,  i.e.,  the  extent  to  which  alcoholism  is 
transmitted  in  families  and  why.  Aided  by  a 10-bed 
inpatient  facility  in  the  NIH  Clinical  Center  and  an 
outpatient  program,  the  laboratory's  current  and 
future  research  plans  include  the  study  of  such  areas 
as  the  diagnosis,  and  treatment  of  alcohol  abuse  and 
alcoholism;  alcohol-related  medical  conditions 
such  as  the  Werneke -Korsakoff  syndrome;  and  the 
way  in  which  alcohol  affects  various  body  systems, 
with  particular  emphasis  on  the  way  alcohol  affects 
motor  coordination  and  judgment. 

It  is  now  clear  that  alcohol  can  affect  the  devel- 
oping fetus  adversely.  Pregnant  women  who  drink 
heavily  risk  mental  retardation  and  growth  deficits 
in  their  infants.  The  task  ahead  is  to  define  the 
amount  of  drinking  and  the  timing  during  pregnancy 
that  leads  to  developmental  problems. 

Alcoholism  treatment,  the  efficacy  of  various 
treatment  modalities,  and  treatment  outcome 
assessment  are  important  issues  requiring  a sus- 
tained research  effort. 


National  Institute  on  Drug  Abuse  • The  National 
Institute  on  Drug  Abuse  supports  drug  abuse  re- 
search and  research  training,  sponsors  public  infor- 
mation and  education  programs  and  disseminates 
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prevention  and  treatment  information  to  states, 
communities  and  voluntary  groups. 

NIDA's  public  education  programs  include  the 
release  of  research  findings  to  the  media,  the  support 
of  national  drug  abuse  prevention  media  campaigns 
and  the  distribution  of  publications  through  the 
National  Clearinghouse  for  Drug  Abuse  Information. 

NIDA  disseminates  scientific  findings  through  a 
research  monograph  series  and  an  extensive  program 
of  technical  reviews  and  state-of-the-art  confer- 
ences. In  addition,  NIDA  encourages  public  interest 
groups,  foundations,  educational  institutions  and 
professional  associations  to  address  the  drug  abuse 
problem. 

The  year  1984  saw  major  accomplishments  in 
all  these  areas. 

NIDA  supports  three  epidemiological  surveys: 
the  National  Household  Survey  on  Drug  Abuse;  the 
annual  High  School  Senior  Survey;  and  the  Drug 
Abuse  Warning  Network  (DAWN): 


• The  last  National  Household  Survey  in  1982  (of  a 
representative  sample  of  the  national  population) 
indicated  a reversal  or  reduction  of  the  upward 
trends  in  drug  use  charted  by  earlier  surveys  of 
the  seventies. 

• The  1983  National  High  School  Senior  Survey 
indicated  that  American  young  people  are  contin- 
uing to  moderate  their  use  of  illicit  drugs.  Be- 
tween 1981  and  1983,  current  use  (use  during  the 
month  preceding  the  survey)  of  nearly  all  classes 
of  illicit  drugs  declined,  with  the  most  appreci- 
able drops  occurring  in  the  past  two  years  for 
marijuana,  amphetamines  and  sedatives. 

Marijuana  use  has  declined  consistently  since 
1979  although  marijuana  is  still  the  most  widely 
used  of  the  illicit  drugs.  Daily  use  fell  to  5.5 
percent,  or  about  one  in  every  18  seniors.  This 
is  attributed  to  young  people's  concerns  about 
the  consequences  of  regular  use  and  less  peer 
acceptance. 

Despite  the  generally  good  news,  it  still 
appears  that  illicit  drug  use  by  our  nation's  young 
people  is  at  the  highest  level  of  any  nation  in  the 
industrialized  world: 

• Roughly  two-thirds  of  all  American  young  people 
try  an  illicit  drug  before  they  finish  high  school. 

• About  one  in  18  seniors  drinks  alcohol  daily,  and 
41  percent  have  had  five  or  more  drinks  in  a row 
at  least  once  in  the  past  two  weeks. 

• About  30  percent  of  this  age  group  has  smoked 
cigarettes  in  the  prior  month,  a substantial  pro- 
portion of  whom  are  daily  smokers.  One-third  of 
the  American  household  population  over  age  12 
has  used  marijuana,  cocaine,  heroin  or  other  psy- 
chotherapeutic drugs  for  nonmedical  purposes  at 
some  time  during  their  lives. 


NIDA  also  gathers  information  on  the  negative 
health  consequences  of  drug  use  through  emergency 
rooms  and  medical  examiners  reporting  to  NIDA's 
Drug  Abuse  Warning  Network  (DAWN).  Negative 
health  consequences  associated  with  drug  use  have 
not  abated. 

During  the  past  3 years,  the  number  of  hospital 
emergency  room  episodes  involving  heroin  abuse  in- 
creased steadily,  from  7,460  in  fiscal  1981  to  11,136 
in  fiscal  1983.  Cocaine-related  episodes  increased 
from  3,443  in  fiscal  1981  to  5,394  in  fiscal  1983. 

NIDA-sponsored  research  in  1984  led  to  discov- 
eries which  hold  promise  for  better  understanding  of 
drug  addiction  and  the  treatment  and  prevention  of 
drug  abuse. 

Research  on  identifying  and  isolating  opiate  re- 
ceptors within  the  central  nervous  system  and  the 
subsequent  discovery  of  endogenous  opiate-like  sub- 
stances has  sparked  vigorous  research  in  drug  abuse, 
neurological  disease,  mental  health,  cardiac  func- 
tion and  pain  and  analgesia. 

NIDA  gave  high  priority  to  the  nation's  serious 
problem  of  cocaine  abuse.  Increases  in  overdose 
deaths  and  DAWN  emergency  room  mentions, 
coupled  with  increased  availability  and  lower  price, 
have  raised  concerns  about  a new  cocaine  epidemic. 

In  July,  NIDA  held  a technical  review  by  experts 
on  cocaine  to  develop  a comprehensive  description 
of  patterns  and  consequences  of  cocaine  use  in  this 
country. 

Recent  research  by  Dr.  Roy  Wise  of  Concordia 
University,  Montreal,  suggests  that  while  many  of 
the  actions  of  cocaine  and  heroin  in  the  brain  are  dif- 
ferent, they  share  the  ability  to  activate  the  same 
reward  mechanism  in  the  brain. 

Cocaine  is  especially  potent  in  activating  the 
brain's  reward  system.  With  unlimited  access  to  co- 
caine, rats  will  self-administer  cocaine  to  the  point 
of  convulsion  and  death. 

NIDA  relocated  its  Addiction  Research  Center 
from  Lexington,  Ky.,  to  Baltimore.  The  center  con- 
ducts longterm  projects  such  as  studies  on  the  effec- 
tiveness and  safety  of  new  treatment  agents,  most 
notably  LAAM,  naltrexone  and  buprenorphine,  all  of 
which  have  unique  properties  that  contribute  to 
better  treatment  for  opiate  dependence.  Naltrexone 
will  be  marketed  soon.  A NIDA  study  showed  that  a 
depot  preparation  of  naltrexone  lasting  30  days  can 
successfully  protect  an  individual  against  a narcotic 
challenge. 

Because  of  the  increasing  impact  of  drug  abuse 
on  performance  in  the  workplace  and  the  military, 
research  also  is  aimed  at  developing  simple,  portable 
drug  detection  procedures.  A kit  is  now  available  for 
use  by  chemists  and  laboratories  for  reliable,  inex- 
pensive urine  screening  for  a variety  of  abused  sub- 
stances, including  marijuana. 


NIDA-supported  research  established  that  nico- 
tine is  a dependence-producing  substance  and  shares 
characteristics  with  other  substances  of  abuse, 
which  produce  pharmacologic  and  psychological  ef- 
fects. In  particular,  the  euphoriant  effects  of  nicotine 
are  strikingly  similar  to  those  of  intravenous  mor- 
phine and  cocaine. 

Research  also  indicates  that  cigarette  smoking 
is  a gateway  drug  for  the  onset  of  marijuana  smoking. 
These  and  other  recent  findings  indicate  that  reduc- 
ing young  peoples'  initiation  into  cigarette  smoking 
can  have  long-term  beneficial  effects,  not  only  in 
reducing  smoking,  but  also  in  reducing  use  of  other 
drugs. 

NIDA  funded  the  New  York  State  Division  of 
Substance  Abuse  to  conduct  the  first  major  study  to 
determine  why  intravenous  drug  users  are  the  sec- 
ond largest  risk  group  for  AIDS,  acquired  immune 
deficiency  syndrome. 

In  1984,  NIDA  and  NIAAA  solicited  research  to 
assess  multi-component  preventive  intervention 
programs  which  target  both  alcohol  and  drug  abuse. 

In  the  area  of  prevention,  NIDA  provided  infor- 
mation, technical  assistance  and  consultation  to 
federal,  national,  state  and  local  organizations,  as 
well  as  the  general  public.  Under  the  State  Drug 
Abuse  Prevention  Grant  Program,  virtually  every 
state  and  territory  received  a NIDA  grant  to  carry 
out  prevention  activities. 

The  institute  increased  the  health  professions' 
awareness  and  participation  in  drug  abuse  preven- 
tion and  treatment.  It  collaborated  with  the  Ameri- 
can Medical  Association,  the  Association  for  Medical 
Education  and  Research  in  Substance  Abuse  and  the 
National  Board  of  Medical  Examiners  to  establish 
health  professions  education  programs  and  provided 
information  and  technical  assistance  to  a variety  of 
health  professions  organizations. 

NIDA,  together  with  NIAAA,  is  working  with 
the  American  Psychiatric  Association  to  develop 
more  useful  diagnostic  constructs  than  are  now  rep- 
resented in  DSM-III  (APA's  Diagnostic  and  Statis- 
tical Manual,  and  ICD-9,  the  international  classifica- 
tion system.  NIDA's  principal  concern  is  that  drug 
dependence  be  recognized  as  a neurobehavioral  syn- 
drome, without  overrelying  on  signs  of  tolerance 
and  withdrawal  to  make  a diagnosis,  as  required  by 
the  current  diagnostic  system. 

National  Institute  of  Mental  Health  • In  September 
1984,  Secretary  Heckler  announced  the  appoint- 
ment of  Shervert  H.  Frazier,  M.D.,  of  Harvard  Medi- 
cal School  and  McLean  Psychiatric  Hospital  to  serve 
as  director  of  the  National  Institute  of  Mental  Health. 
He  was  chosen  after  a national  search  to  fill  the  post 
when  Dr.  Herbert  Pardes  left  to  become  director  of 
the  New  York  State  Psychiatric  Institute  and  chair- 
man, Department  of  Psychiatry,  Columbia  Univer- 
sity Medical  School. 
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The  first  results  of  the  largest  and  most  compre- 
hensive survey  of  mental  disorders  ever  conducted 
in  the  United  States  were  released  October  2.  The 
study  revealed  that  over  a six-month  period  approx- 
imately 20  percent,  or  29.4  million,  American  adults 
suffer  from  at  least  one  psychiatric  disorder. 

This  figure,  while  greater  than  previous  survey 
estimates  of  15  per  cent  prevalence  of  mental  dis- 
order in  the  United  States,  reflects  the  comprehen- 
siveness of  the  survey.  Alcohol  and  drug  abuse  as 
well  as  antisocial  personality  were  included  along 
with  the  anxiety,  depressive  and  schizophrenic 
disorders. 

The  survey  dispelled  the  long-held  notion  that 
women  have  higher  rates  of  mental  disorders  than 
men.  Rates  for  women  and  men  were  comparable, 
but  the  types  of  illness  each  characteristically  devel- 
ops are  different.  Women  suffer  more  from  depressive 
and  anxiety  disorders  and  men  from  alcohol  and 
drug  abuse  and  antisocial  disorders. 

The  most  prevalent  mental  illnesses  according 
to  the  survey  are  anxiety  disorders,  which  include 
phobias,  panic  disorders  and  obsessive-compulsive 
disorder.  From  7 to  15  percent  of  the  population 
suffers  from  anxiey,  about  13  million  persons,  yet 
only  23  per  cent  of  these  individuals  reported  re- 
ceiving treatment.  Although  some  of  the  anxiety 
disorders  may  be  relatively  mild,  others  are  so 
severe  that  afflicted  individuals  fear  to  venture  out- 
side their  homes  for  periods  of  years. 

Alcohol  and  drug  abuse  or  dependence  is  found 
in  6 or  7 percent  of  the  population,  or  10  million 
persons.  About  four-fifths  of  these  individuals  have 
alcohol  problems. 

According  to  the  survey,  depression  affects  about 
5 to  6 percent  of  the  adult  population,  about  one- 
third  of  whom  receive  treatment. 

The  surveys,  involving  more  than  10,000  re- 
spondents, were  conducted  in  New  Haven,  Balti- 
more and  St.  Louis  as  part  of  NIMH's  five-city  Epi- 
demiologic Catchment  Area  program,  begun  five 
years  ago. 

Research  on  brain  function  and  the  neurobiolog- 
ical  underpinnings  of  addictive  disorders  and  the 
mental  illnesses  has  burgeoned,  bringing  many 
medical  advances. 

NIMH  scientists  announced  the  development  of 
a skin  test  that  may  detect  a genetic  vulnerability  to 
manic-depressive  illness.  They  found  that  manic- 
depressive  patients  and  their  relatives  with  a history 
of  affective  disorder  had  more  receptors  in  their  skin 
cells  for  acetylcholine  - a neurotransmitter  involved 
in  depression  - than  their  never-depressed  relatives 
and  normal  controls.  The  findings  were  published  in 
the  July  26  New  England  Journal  of  Medicine. 

At  a consensus  conference  on  mood  disorders 
held  in  the  spring,  the  panel  recommended  that  in- 
dividuals with  recurrent  mood  disorders  receive  long- 
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term  preventive  treatment  such  as  lithium  to  prevent 
recurrent  bouts  of  mania  or  manic/depressive  dis- 
order, and  tricyclic  antidepressants  or  lithium  for 
recurrent  unipolar  depression. 

Another  consensus  conference  dealt  with  drug 
treatment  for  insomnia.  Since  sleep  problems  can  be 
caused  by  a variety  of  physical  and  mental  condi- 
tions, experts  recommended,  as  a first  step,  careful 
and  systematic  diagnostic  inquiry,  as  well  as  assess- 
ment and  necessary  correction  of  sleep  habits. 

Depending  on  the  causes  of  the  insomnia,  a 
complete  treatment  plan  could  involve  psychothera- 
peutic or  behavioral  approaches  or  pharmacology, 
alone  or  in  combination.  If  drug  treatment  is  deemed 
useful,  such  as  in  the  case  of  short-term  stress  from 
hospitalization,  work  or  personal  problems,  benzio- 
diazepines  are  the  treatment  of  choice,  to  be  pre- 
scribed in  the  smallest  effective  dose  for  the  shortest 
necessary  period  of  time.  Since  these  drugs  can  be 
habit  forming,  patients  should  be  carefully  educated 
and  monitored  by  physicians. 

Drugs  are  contraindicated  for  sleep  apnea  (inter- 
rupted breathing)  and  must  be  prescribed  with  great 
care  for  the  elderly. 

Research  on  schizophrenia  continues  to  impli- 
cate an  excess  of  dopamine  in  this  illness.  One  fasci- 
nating set  of  studies  indicates  that  frequency  of  eye 
blinks  is  emerging  as  an  almost  uncanny  mirror  of 
brain  dopamine  activity. 

Parkinson's  disease  victims,  who  are  known  to 
suffer  from  a lack  of  dopamine,  blink  less  often, 
while  unmedicated  schizophrenics  typically  blink 
more  often  than  controls.  NIMH  researchers  have 
found  that  neuroleptics  reduce  blink  rates  in  schizo- 
phrenics with  normal  brain  ventricles. 

Scientists  at  Saint  Elizabeths  hospital,  using  a 
new  brain  imaging  technique  called  "regional  blood 
flow  mapping,"  found  that  frontal  brain  lobes  in 
schizophrenic  patients  respond  metabolically  oppo- 
site from  those  of  a healthy  person  when  asked  to  per- 
form a simple  card-sorting  task.  Instead  of  "turning 
on,"  the  frontal  lobes  "shut  down"  completely,  and 
even  become  less  active  than  they  had  been  before 
the  command  to  perform. 

If  one  compares  the  brain  to  a computer,  these 
early  findings  suggest  that  when  patients  try  to  bring 
their  brain  "on-line"  to  perform  a task  in  the  logical 
sequence,  they  experience  instead  a "computer 
crash."  Their  frontal  lobes  of  "off-line"  and  they 
lose  access  to  them. 

Encouraging  news  comes  from  studies  on  re- 
lapse rates  among  schizophrenics.  A controlled 
study  has  compared  family  therapy  and  maintenance 
drug  therapy  with  individual  supportive  therapy  and 
maintenance  drug  therapy.  After  nine  months,  family 
therapy  proved  far  more  effective  in  preventing  re- 
lapse; only  1 of  18  family-treated  patients  had  re- 


lapsed,  compared  to  8 of  18  individually  supported 
patients. 

A large  collaborative  study  was  funded  to  test 
the  effectiveness  of  various  drug  maintenance  strat- 
egies with  two  types  of  psychosocial  support. 

Ongoing  research  with  the  elderly  has  ranged 
from  neurochemical  investigations  at  fundamental 
levels  of  cellular  function  and  protein  synthesis  to 
surgical  and  pharmacological  animal  models  of 
Parkinson's  disease,  and  longitudinal  and  cognitive 
studies  of  Alzheimer's  victims. 

In  September,  Secretary  Heckler  released  the 
Report  of  the  Secretary’s  Task  Force  on  Alzheimer’s 
Disease.  The  report  outlined  a comprehensive  strat- 
egy for  a research  offensive  against  Alzheimer's 
disease,  which  strikes  about  2 million  persons  each 
year.  In  response,  the  NIMH  is  funding  several  clini- 
cal research  centers  to  focus  on  psychopathology  of 
the  elderly. 

Funding  of  five  new  Alzheimer's  Research  Cen- 
ters was  announced,  with  NIMH  and  NINCDS  to 
collaborate  with  the  National  Institute  on  Aging. 
This  will  bring  the  number  to  ten. 

The  report  also  drew  special  attention  to  the 
families  of  Alzheimer's  victims. 

HHS  launched  a new  initiative  on  respite  care. 
Under  the  initiative,  current  respite  care  studies  and 
a demonstration  project  in  HHS  will  be  closely  coor- 
dinated, and  further  projects  will  be  funded  to  study 
respite  care  alternatives.  HHS  will  also  work  with 
private,  volunteer  and  community  respite  care  pro- 
viders. 

Secretary  Heckler  instructed  medicare  contrac- 
tors to  end  the  practice  of  placing  a $250  limit  on 
physician  services  for  some  Alzheimer's  patients. 

In  June,  NIMH  became  the  home  of  the  world's 
first  modern  private  facility  capable  of  employing 
both  sophisticated  biological  techniques  and  behav- 
ioral/ethological  approaches  in  the  study  of  animal 
models  of  behavioral  development  and  mental  ill- 
ness. 

Donald  Ian  MacDonald,  M.D. 
Administrator 
Alcohol,  Drug  Abuse  and 
Mental  Health  Administration 


Reprinted  with  permission  from  U S.  Medicine,  Vol.  21,  No.  2, 
January  15,  1985. 


□ 


SCAM  OF 


THE  MONTH 


Editor’s  Note:  The  "Scam  of  the  Month"  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 


priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 


"The  lady  with  breast 
cancer  scam" 


Related  closely  to  the  "Grandpa  Scam"  is  the 
"Lady  with  the  Breast  Cancer  Scam."  This  scam  is 
being  run  in  the  rural  areas  around  St.  Louis  by  an 
organized  drug  dealing  ring  based  in  Jefferson  County 
and  using  a lady  from  St.  Louis  who  apparently  really 
does  have  cancer. 

The  lady  simply  shows  up  one  day  at  the  physi- 
cian's office  and  presents  her  case  for  treatment 
(DILAUDID  is  the  only  drug  that  gives  her  relief). 
She  tells  the  physician  she  is  staying  with  her  daughter 
in  a town  some  distance  from  where  the  physician  is 
located.  The  daughter  accompanies  her  and  also 
requests  medication  (DEMEROL)  for  migraine  head- 
aches. 

A check  of  the  driver's  license  uncovered  the 
fact  that  the  daughter  was  using  a false  name  and 
address.  The  women  involved  in  this  scam  had  been 
seeing  as  many  as  five  to  seven  physicians  on  a 
rotating  basis. 


CORRECTION 


"Presentation  of 
hemophilia  A in  the 
newborn  period" 


The  following  abstract  should  have  appeared 
with  the  article  entitled  "Presentation  of  hemo- 
philia A in  the  newborn  period",  in  the  February 
issue,  Vol.  72,  No.  2,  pages  99-100. 

ABSTRACT:  Hemorrhage  in  the  newborn  period  can 
be  due  to  many  different  causes.  These  causes  in- 
clude thrombocytopenia,  vitamin  K deficiency, 
disseminated  intravascular  coagulation  and  hemo- 
philoid  diseases.  Physicians  should  maintain  a high 
index  of  suspicion  of  hemophilia,  since  urgent  diag- 
nosis and  treatment  are  necessary  for  good  outcome. 
An  illustrative  case  is  reported. 
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INFORMATION  SYSTEMS' 


Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ‘Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 
*T  raining 

•After  Sale  Support 
•Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


•Patient  Profiles 
•Accounts  Receivable/Billing 
•Insurance  Processing/Tracking 
•Collection  System 
•Recall  Notices 

•Full  line  of  Management  Reports 
•And  much  more  . . . 


‘Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


YES! 


I would  like  to  know  more  about  the  MPM  1000. 
a SMA  Member 
□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Office  Phone 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 

Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


lessly alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 

PMIs  help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 

(Please  print) 

Name 

Address 

City 

State/Zip 

Number 

otpads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta-Blockers 

009  Cephalosporins— Oral 

032  Chloramphenicol — Oral 

- 017  Cimetidine 

031  Clindamycin/Lincomycin — Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives— Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

043 

Antihistamines 

022 

Haloperidol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethacin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (for  pS'  riasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyldopa 

045 

Pentazocine— Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 

011 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazidr 

007 

Oral  Antidiabetes  Medicines 

060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

042 

Tricyclic  Antidepressants 

Oxyphenbutazone 

019  Phenytoin 

037  Quinidine/Procainamide 

020  Sulfonamides 
008  Tetracyclines 
002  Thiazide  Diuretics 
029  Thyroid  Replacement 
025  Valproic  Acid 


Total  number  ot  pads  (5  pad  minimum, 

50  PMIs  per  pad) 

5 100 per  paCj 

5 Subtotal 

$ 

Residents  ot  IL  and  NY  must 

add  appropriate  sale  tax  to  subtotal 
$ ..  Total  payment  (check  enclosed) 


FLORIDA  MEDICAL  ASSOCIATION  AUXILIARY,  INC. 


19th  ANNUAL  BENEFIT  ART  AND  CRAFTS  SHOW 


THURSDAY,  MAY  2 12:00  noon-4:30  p.m. 
FRIDAY,  MAY  3 8:30  a.m.-4:30  p.m. 


. 

-t 


EXHIBIT  RULES  AND  REGULATIONS  (Read  Rules  Carefully) 


1.  All  entries  must  be  original  work. 

2.  Pictures  must  be  framed  and  wired  for  hanging.  (Stands 
will  be  provided  for  sculpture,  etc.) 

3.  Each  entry  must  have  a typed  card  indicating  Name, 
Address,  Medium,  Dimensions  and  Title.  Please  list  price  if 
entry  is  for  sale;  otherwise,  mark  not  for  sale  (NFS). 

4.  Only  one  artist's  name  should  be  listed  for  each  registra- 
tion slip. 

5.  A registration  fee  of  $10  will  be  charged  for  each  entry. 
Entry  fees  are  tax  deductible.  Entry  fees  will  be  donations 
to  AMA-ERF,  divided  equally  among  Florida  medical 
schools. 

6.  All  registration  slips  and  checks  must  be  sent  in  together 
no  later  than  April  13.  1985. 


7.  All  pre-registered  entries  are  to  be  delivered  by  hand  to  the 
Exhibit  Hall  at  the  Diplomat  Resort  & Country  Club  Wednes- 
day, May  1,  between  3:00  and  5:00  p.m.  and  Thursday,  May 
2 between  9:00  and  1 1:00  a.m. 

Shipped  entries  will  be  refused. 


8.  All  entries  must  be  picked  up  noon  Saturday,  and  must  be 
signed  out  before  removal  from  the  show. 


9.  We  will  not  be  responsible  for  entries  not  picked  up  by 
12:00  Noon,  Saturday,  May  4,  1985. 


10.  Doctors,  spouses  of  doctors  and  doctors'  children  are 
eligible  to  enter. 


Kindly  enter  my  registration  to  show  in  the  Benefit  Art  and  Crafts  Show. 


Fee  of  $_ 


for . 


. entries  is  enclosed.  I agree  to  abide  by  the  rules  and  regulations  for  exhibiting  in  the  show 


Name . 


Address. 
City 


.County. 


I will  be  showing  in  the  following  categories:  Please  check  (X)  appropriate  category  (categories)  and  division  apply 
entry  (entries).  Division:  (1)  Adult  _ _ (2)  Youth 


mg  to  youi 


(2)  Youth 


Category:  ( ) A.  Painting.  Include  any  media  in  color:  acrylic,  oil,  casein,  collage,  watercolor,  pastel,  etc. 

Size:  _________  (H)  x (W) 


( ) B.  Graphics.  Include  pen  and  ink,  charcoal,  photography,  etc. 

Size:  ________  (H)  x _________  (W) 


( ) C.  Crafts.  Include  sculpture,  pottery,  ceramics,  mosaic,  weaving,  quilting,  handwork,  etc. 

Size:  (L)  x , (D)  x ________  (H) 


( ) lam  the  son/daughter  of  a Florida  physician.  Age 


"Awards  of  Merit''  and  "Best  in  Show"  will  be  judged  by  experts  in  art,  photography  and  crafts. 

An  "Editor's  Award,"  given  by  The  Journal  of  the  Florida  Medical  Association,  will  be  used  on  the  cover  of  a future  issue  of  The  FMA 
Journal. 

A registration  fee  of  $10  will  be  charged  for  each  entry.  Make  checks  payable  to:  FMA-A  Art  Show,  P.O.  Box  2411  Jacksonville,  Florida 
32203  (904)  356-1571. 

NOTE:  It  is  most  important  to  know  the  size  of  your  art  objects,  paintings,  etc.,  to  enable  us  to  display  them  more  professionally.  We  will 
not  be  responsible  for  damage  or  loss  of  any  entry. 


REGISTRATION  DEADLINE  — APRIL  13,  1985 


FMA 

AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 

The  silent  crime 
child  abuse 


You  enter  a shelter  home  for  abused  children.  You  look 
around  and  gauge  the  children's  ages  to  be  sixteen  months 
to  eight  years  old.  The  sixteen  month  old  boy  is  being 
gently  held  and  soothed  by  the  eight-year-old  girl.  Two 
other  little  ones  are  seated  together  on  a sofa  huddled  close 
to  one  another.  They  raise  questioning  eyes.  One  attempts 
a smile,  the  other  seems  uncertain  whether  or  not  to 
chance  a friendly  gesture.  On  the  floor,  near  the  television, 
two  little  girls  contentedly  dress  their  not-so-new  dolls. 
Near  the  jalousied  window,  a four-year-old  boy  stands 
alone.  You  approach  him,  arms  outstretched  with  the  in- 
tention of  hugging  him.  He  cowers  and  his  arm  darts  up  to 
protect  his  head.  Your  are  taken  aback  but  instantly  under- 
stand that  his  past  has  conditioned  him  to  mistake  a kindly 
gesture  for  blows  to  the  face  and  head.  Clearly  you  are 
outraged,  you  are  devastated,  and  you  think  of  the  pain  and 
sadness  and  the  heartless  treatment  he  must  have  endured 
in  so  young  a life. 

This  scene  occurred  in  a shelter  home  that  pro- 
vides children  protection  from  abusive  adults.  Op- 
pressive treatment  of  children  is  a widespread 
phenomenon  of  shame  — a silent  crime  that  is  slow- 
ly being  uncovered.  Society  is  showing  a growing 
concern  over  the  ugliness  that  is  being  forced  upon 
our  children;  those  to  whom  we  look  for  the  survival 
of  a healthy  and  productive  future  society. 

As  incredible  as  it  may  seem,  recent  years  have 
brought  to  light  much  notoriety  about  young  chil- 
dren being  sexually  assaulted,  physically  battered, 
and  emotionally  attacked.  We  have  been  shocked  by 
reports  of  the  child  abuse  crisis.  The  National  Reg- 
istry for  Child  Abuse  in  Washington,  D.C.  reported 
1.8  million  cases  of  child  abuse  in  1984;  however,  ex- 
perts believe  that  the  actual  incidences  are  far  greater. 
Child  abuse  is  considered  one  of  the  most  under- 
reported crimes.  Each  year  two  to  four  thousand 
children  die  and  many  others  suffer  profound 
psychological  damage  as  the  result  of  child  abuse.  In 
Florida  alone,  150,000  cases  of  child  abuse  have  been 
reported  in  1984. 

What  can  we  do  about  this  silent  crime?  The 
Florida  Medical  Association  Auxiliary  along  with  its 
component  county  auxiliaries  and  the  American 


Medical  Association  Auxiliary  is  in  the  forefront  of 
efforts  to  involve  volunteers  in  community  programs 
and  call  public  attention  to  the  child  abuse  problem. 
These  programs  include  child  advocacy  and  parent 
support  groups,  educational  seminars,  parenting 
education,  and  educating  young  children  about  sex- 
ual abuse.  In  1983-84  FMA  Auxilians  raised  more 
than  $33,000.00*  statewide  in  which  proceeds  were 
distributed  to  shelter  homes,  resource  and  treatment 
centers,  crises  nurseries,  and  refuge  houses.  Fund 
raising  activities  included  concerts,  fashion  and 
flower  shows,  seminars,  and  ohter  events. 

Everyone  is  urged  to  be  aware  of  the  signs  of 
child  abuse,  and  if  child  abuse  is  suspected,  contact 
one  of  the  local  service  agencies.  Help  for  the  child 
and  family  can  be  found  through  child  protective 
agencies,  social  service  departments,  public  health 
authorities,  and  the  police. 

In  a special  session  convened  in  December 
1984,  the  Florida  Legislature  approved  a $5.2 
million  emergency  package  to  fight  child  abuse  and 
upgrade  day  care  centers.  When  the  1985  Legislature 
convenes  in  April,  the  problem  of  child  abuse  will  be 
a priority  issue. 

The  time  for  concern  and  alertness  to  the  safety 
of  children  is  now.  Vigilance  is  needed  by  everyone 
to  help  eradicate  the  silent  crime  of  child  abuse.  Do 
you  want  to  help?  Volunteer  in  the  Auxiliary  pro- 
grams, be  aware  of  child  abuse  and  neglect,  urge 
anyone  needing  help  to  contact  Parents  Anonymous, 
attend  parenting  courses  and  seek  counseling.  Re- 
port all  known  or  suspected  child  abuse  to  the  HRS 
Hotline:  1-800-342-9152. 

Mrs.  Victor  Dabby  (Emily) 
Dade  County 

*Dade  County  raised  over  $23,000.00  of  this  amount  through  a 
special  Doctor's  Day  Seminar,  "We  speak  for  the  Innocent,"  and 
a gala  observance  of  "Symphony,  Champagne,  and  Castanets" 
all  to  benefit  child  abuse  prevention  and  treatment  projects. 
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CLASSIFIED  ADVERTISING  ORDER  BLANK 


(PLEASE  PRINT  OR  TYPE) 

Name: 

Address:  

Phone: 


AD  COPY 


INSERTION  DATA 

Run  ad  for  the  month(s)  of:  

□ Check  here  for  box  number  ($1.00  additional) 

Place  Ad  Under:  (mark  one) 

□ Physicians  Wanted  □ Real  Estate  □ Equipment 

□ Situations  Wanted  □ Art  □ Services 

□ Practices  Available 

□ Enclosed  is  my  check  in  the  amount  of  $ (payable  to  the  FMA) 

□ Please  bill 

Signed 

CLOSING  DATE:  First  of  the  preceding  month. 

Detach  and  return  to  The  Journal  of  the  Florida  Medical  Association,  Inc.,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 

For  further  information,  including  rates  for  display  advertising,  call  Mrs.  Kathy  Lundy,  (904)  356-1571. 


UNIVERSITY  OF  MIAMI 
SCHOOL  OF  MEDICINE 


MASTER  APPROACH  TO 
CARDIOVASCULAR  PROBLEMS 

Thirteenth  Annual  Conference 


The  Contemporary  Hotel 
Walt  Disney  World 
Epcot  Center 
Orlando,  Florida 

May,  25,  26  & 27,  1985 

MEMORIAL  DAY  WEEKEND 

GUEST  SPEAKERS: 

Robert  A.  O’Rourke,  M.D. 

Clinical  Diagnoses 

Mark  E.  Josephson,  M.D. 

Experience  with  2000  Ventricular  Tachycardias 

Shahbudin  H.  Rahimtoola,  M.D. 

Mechanics-Based  Treatment 

UNIVERSITY  OF  MIAMI  FACULTY: 

Agustin  Castellanos,  M.D. 
Bernard  J.  Fogel,  M.D. 

Robert  J.  Myerburg,  M.D. 

J.  Maxwell  McKenzie,  M.D. 

For  more  information  please  call  (305)  549-7124  or 
complete  coupon  and  mail  to:  Y.  Barcena,  Cardiology 
(D-39),  University  of  Miami  School  of  Medicine,  P.O.  Box 
016960,  Miami,  Florida  33101. 


Please  send  me  more  information  regarding 
“MASTER  APPROACH  TO  CV  PROBLEMS” 

Name 

Phone  ( ) 

Add  ress 


For  patient’s 

comfort/convenience 

in  choice  of 


LIPO-NICIN 

Nicotinic  Acid  Therapy 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

PyridoxineHGL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  ot  100,  500. 


Immediate  Release 

LIPO-NICIN®/280  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-€) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


(BRfMlWfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Meetings 

Accepted  by  the 
FMA  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


APRIL 

pring  1985  Family  Practice 

3view,  April  1-5,  Sheraton 
orld  Center,  Orlando.  For 
'o.:  William  Stewart,  M.D., 
MHC  J-233,  Gainesville 
510,  (904)  392-3143. 

ibetes  Workshop,  April  2-3, 
lican  Bay  Country  Club, 
lytona  Beach.  For  info: 
chard  Morris,  M.D.,  570 
emorial  Circle,  Ormond 
;ach,  904-677-3642 

lerventional  Radiology,  3rd 
rnual  Seminar,  Apr.  2-6,  Walt 
sney  World  Village  Hotel 
iaza,  Lake  Buena  Vista.  For 
ifo.:  Charleen  Krissman, 
?901  N.  30th  Street,  Tampa 
3612,  (813)  974-2538. 

umor  Conference,  April  1, 

o,  University  Com.  Hospital, 
ampa.  For  info:  Michael 
erlin,  M.D.,  3100  E.  Fletcher 
we.,  Tampa  33612,  813-971- 
>000 

Neuropathology  Conference, 

April  9,  23,  Univ.  Com. 
Hospital,  Tampa.  For  info: 
Glenn  S.  Hooper,  M.D.,  3100 
East  Fletcher  Ave.,  Tampa 
33612,  813-971-6000 

Radiology  Conference,  April 
9,  Univ.  Com.  Hosp.,  Tampa. 
For  info.:  Ray  Columbaro, 
M.D.,  3100  E.  Fletcher  Ave., 
Tampa  33612,  813-971-6000. 

Trends  and  Techniques,  Apr. 
10-12,  Hilton  Hotel,  Lake 
Buena  Vista.  For  information: 
Eileen  Coulombe,  JHMHC 
J-294,  Gainesville  32610,  (904) 
392-2893. 

Issues  and  Advances  in  Pedi- 
atrics — 1985,  Apr.  10-12, 
Sheraton  Sand  Key  Resort, 
Clearwater  Bch.  For  informa- 
tion: Lewis  Barness,  M.D., 
12901  N.  30th  St.,  Tampa 
33612,  (813)  974-4214. 

Seminar  on  Vaginal  Surgery, 

April  10-12,  Palm  Beach 
Hilton,  Palm  Beach.  For  info: 


Seminar  on  Regionalized 
Compatability  Testing,  April 
11-12,  TBA,  Tampa.  For  info: 
S.W.  Fla.  Blood  Bank,  P.O. 
Bkox  2125,  Tampa  33601, 
(813)  253-0515. 

7th  Annual  Workshop  in 
Crisis  Control,  April  12,  Holi- 
day Inn,  Ft.  Lauderdale.  For 
information:  Cathryn  Liber- 
son,  1201  N.  37th  Ave., 
Hollywood  33021. 

Cardiology  Workshop,  Apr.  12, 
Hyatt  Regency  Hotel,  Tampa. 
For  info.:  Joseph  E.  Holland, 
M.D.,  4057  Carmichael  Ave., 
Suite  229,  Jacksonville  32207, 
(9]4)  398-5667. 

Family  Practice  Weekend  — 
Tarn  pa,  Apr.  12-14,  Hyatt 
Regency,  Tampa.  For  info.: 
Joseph  Holland,  M.D.,  4057 
Carmichael  Ave.,  Suite  229, 
Jacksonville  32207,  (904) 
398-5667. 

Diagnostic  Dilemma,  April  12, 
26,  Univ.  Com.  Hosp.,  Tampa. 
For  information:  William  R. 
Faust,  M.D.,  3100  E.  Fletcher 
Ave.,  Tampa  33612,  813-971- 
6000. 

Advanced  Cardiac  Life  Support, 

Apr.  13-14,  Pasco-Hernando 
Comm.  College,  New  Port 
Richey.  For  information: 
James  Marlowe,  M.D.,  P.O. 
Box  1058,  New  Port  Richey 
34291-1058,  (813)  842-9574. 

Sudden  Death  - Clinical  and 
Pathological  Correlation,  Apr. 

18-20,  Bonaventure  Intercon- 
tinental Hotel  and  Spa,  Ft. 
Lauderdale.  For  information: 
Esther  Cohen,  4300  Alton  Rd., 
Miami  Beach  33140,  (305) 
674-2121. 


15th  Annual  Radiation 
Therapy  Clinical  Research 
Seminar,  Apr.  18-20,  Gainesville 
For  info.:  Hal  Jacobson,  M.D., 
JHMHC  J-385,  Gainesville 
32610,  (904)  392-3161. 

The  Current  Status  of  Tissue 
& Mechanical  Heart  Valve 
Replacement,  Apr.  27,  St. 

Joseph's  Hospital,  Tampa. 
For  info.:  Dennis  Pupello, 
M.D.,  3001  W.  Buffalo  Ave., 

MAY 

Correction  of  Maxillo  Facial 
Deformities,  May  10-16, 
Sheraton  Bal  Harbour,  Miami. 
For  information:  ACPA. 


Daniel  Rowe,  M.D.,  305-833- 
0348. 
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National  Office,  331  Salk 
Hall,  Univ.  of  P.  H.,  P.H.,  PA 
15261,  412-681-9620. 

Current  Concepts  in  Pain 
Management,  May  10-29, 
Mississippi  Steamboat  Cruise. 
For  information:  Dr.  Berman, 
3301  Johnson  St.,  Hollywood 
33021,  (305)  989-6650. 


Flexible  Sigmoidoscopy,  May 

11,  JFK  Memorial,  Atlantis. 
For  information:  Fred  R. 
Smith,  M.D.,  110  JFK  Circle, 
Atlantis  33462,  305-964-8221. 


Adolescent  Pregnancy  - Prob- 
lems & Solutions,  May  17, 
Palm  Beach  Airport  Hilton, 
West  Palm  Beach.  For  info: 
Becky  Myers,  5312  Broadway, 
West  Palm  Beach  33407,  (305) 
848-6300. 

2nd  Annual  Lykes  Cancer 
Center  Symposium,  May  17- 
18,  Holiday  Inn  Surfside, 
Clearwater  Beach.  For  info: 
Roger  Lapp,  P.O.  Box  1027, 
Clearwater  33517,  813-443- 
1081. 


Review  Course  for  Certifi- 
cation in  Internal  Medicine, 

May  26-31,  Kesy  Biscay ne 
Hotel,  Key  Biscayne.  For  info: 
Jose  S.  Bodes,  M.D.,  P.O.  Box 
016960,  Miami  33101,  (305) 
547-6063. 

American  Academy  of  Clini- 
cal Anesthesiologist  1985, 

May  29-June  1,  Destin  Hilton, 
Destin.  For  information: 
Donald  Catron,  M.D.,  P.O. 
Box  11619,  Knoxville,  TN 
37939,  615-588-6279. 

Master  Approach  to  Cardio- 
vascular Problems,  May  25-27, 
Contemporary  Hotel,  Orlando. 
For  information:  Yolanda 
Barcena,  Dept,  of  Medicine, 
Univ.  of  Miami,  Miami  33101, 
(305)  549-7124. 


JUNE 

Neonatal  & Pediatric  Respira- 
tory Disease  Conference, 

June  6-9,  Sheraton-Sand  Key 
Resort  Hotel,  Clearwater 
Beach.  For  information: 
Myrtle  Larson,  R.N.,  Gulf 
Coast  Lung  Assn.,  6160 
Central  Ave.,  St.  Petersburg 
33707. 

American  & European  Views 
on  Critical  Care,  June  8-15, 
Cannes,  France.  For  info.: 
Sonja  Craythorne,  Dept,  of 
Anesthesiology,  Univ.  of 
Miami,  Miami  33101,  (305) 
547-6411. 

Coronary  Artery  Disease  and 
Sudden  Death:  Primary  and 
Secondary  Prevention,  June 

14- 16,  Hyatt  Grand  Cypress, 
Orlando.  For  information: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 

Emergency  Care:  The  Pedia- 
trician’s Turf,  June  15-19, 

Sheraton  Sand  Key  Hotel, 
Miami.  For  info:  Gilbert 
Pitisci,  2902  Beach  Drive, 
Tampa  33609. 

10th  Annual  Florida  Suncoast 
Pediatric  Conference,  June 

15- 19,  Sheraton  Sand  Key 
Hotel,  Clearwater  Beach.  For 
information:  Gilbert  Pitisci, 
M.D.,  2902  Beach  Dr.,  Tampa 
33609,  (813)  870-3720. 

Advances  in  Internal  Medi- 
cine, June  23-28,  France.  For 
information:  Div.  of  CME,  P.O. 
Box  016960,  Miami  33101, 
315-547-6716. 

JULY 

Vascular  and  Pulmonary 

Disease:  Diagnosis  and 
Management,  July  26-28, 
Orlando  Hyatt,  Kissimmee. 
For  information:  Stephen 
Mattingly,  5808  S.  Rapp 
Street,  Littleton,  CO  80120, 
(303)  798-9682. 
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UNIVERSITY  OF  MIAMI 
SCHOOL  OF  MEDICINE 
Department  of  Medicine 

"REVIEW  COURSE 
FOR 

CERTIFICATION  IN 
INTERNAL  MEDICINE" 

May  26-31, 1985 

Key  Biscayne  Hotel  & Villas 
Key  Biscayne,  Florida 


Directors: 

Jose  S.  Bodes,  M.D. 

J.  Maxwell  McKenzie,  M.D. 


A course  especially  designed  for 
physicians  who  are  preparing  for 
board  certification  or  recertifica- 
tion in  internal  Medicine. 

• State  of  the  Art  Lectures 

• Patient  Management  Problem 
Sessions 

• Self-assessment  Questionnaires 
Sessions 

• Printed  Materials 

• Pictorial  Sessions 

• Audivisual  Aids 

• Pictorial  Quizzes 

• 41.5  Hours  of  AMA  Category  l 
Credit 

Registration: 

$300  (before  March  30) 

$350  (after  March  30) 

For  registration  and  information  write  to: 
Jose  S.  Bodes,  M.D. 

Department  of  Medicine  (R760) 
University  of  Miami  School  of  Medicine 
P.O.  Box  016760,  Miami,  Florida  33101 
Phone:  (305)  547-6063 


Physicians’ 

Confidential 

Assistance 


. . if  you,  ora  physician  you  know, 
have  an  alcohol  or  other  drug- 
related  problem. 


FMA  Committee  on  Impaired  Physicians 


: 


ENTERO-TEST 


NEW  APPLICATIONS  FOR: 


• Enteric  Coccidiosis  diagnosis  in  A.I.D.S. 
High  Risk  Groups  and  A.I.D.S.  Patients.1 

• Bilirubin  recovery  and  analysis.2 


You've  used  the  Entero-Test  for  years.  . . for  reliable  Giardia  and  Strongyloides 
recovery.3  Now  Entero-Test  is  indicated  for  even  wider  diagnostic  use. 


1.  Whiteside,  M.E.:  Enteric  Coccidiosis 
among  patients  with  the  Acquired 
Immunodeficiency  Syndrome. 

Am.  J.  Trop  Med.  Hyg.  33(6)  1984 


2.  Gourley  G.  et  al:  A Rapid  Method 
for  Collection  and  Analysis  of  Bile 
Pigments  in  Humans 
Gastroenterol,  84(5)  2,  1984 


3.  Rabbani  G.H.  et  al : Comparison  of 
String-test  and  Stool  Examination  in 
the  Diagnosis  of  Strongyloidiasis  and 
Giardiasis  in  Gastroenteritis  Patients. 
As.  Med.  J.  25:695,  1982 


For  more  information  about  the  Entero-Test  contact: 


HDC  Corporation  • 2551  Casey  Avenue 
(800)  227-8162  or  (415)  961-9332 


Mountain  View  CA.  94043 


FAMILY  PHYSICIANS— GENERAL  SURGEONS— INTERNISTS 


• ACCREDITATION:  IOV2  hrs.  credit;  Category  1,  AMA,  Prescribed  credit  A.A.F.P. 

• SPONSOR:  Medical  Education  Foundation  of  Miami 

• CO-SPONSORS:  South  Miami  Hospital,  Florida  Gastroenterologic  Society 

• COURSE  DIRECTOR:  John  P.  Christie,  M.D. 

• REGISTRATION  FEE:  $200.00  (Syllabus  and  luncheon  included) 

Sat./Sun.,  April  27-28,  1985  or  Sat./Sun.,  Nov.  2-3,  1985 
The  Key  Biscayne  Hotel  and  Villas,  Key  Biscayne,  Fla. 

For  information,  write  to: 

6614  Miami  Lakes  Drive  East 
Miami  Lakes,  Florida 
(305)  687-1367 


Classified 

Ads 

Classified  advertising  rates 
are  $10  00  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word 
Deadline  is  first  of  the 
month  preceding  month 
of  publication 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


GENERAL  INTERNISTS, 
PEDIATRICIANS, AND  FAMILY 
PRACTITIONERS:  Expanding 
30  man  physician  multispe- 
cialty group  in  West  Palm 
Beach,  Fla.  seeks  dynamic, 
Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

INTERNIST  AND  FAMILY 
PRACTITIONER  to  join  ex- 
panding group  practice  in 
high  growth  area.  Guaran- 
teed salary,  plus  immediate 
full  share  of  profits.  Excellent 
fringe  benefits.  Send  CV  or 
call  collect.  Sand  Lake 
Medical  Group,  5815  Makoma 
Drive,  Orlando,  FI  32809,  (305) 
859-2920. 


EMERGENCY  MEDICINE: 
Full-time  and  part-time  emer- 
gency medicine  postitions 
currently  available  in  low  to 
moderate  volume  facilities 
throughout  northern  and  cen- 
tral Florida.  Competitive  in- 
come, professional  liability 
insurance,  in  addition  to 
other  benefits  and  incentives 
provided.  Directorships  also 
available.  For  further  infor- 
mation contact  John  Damm- 
rich,  Spectrum  Emergency 
Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800- 
325-3082. 


PRIMARY  CARE  CEN- 
TERS in  Florida:  Recruiting 
aggressive  emergency  medi- 
cine and  family  practice  train- 
ed physicians  to  staff  centers 
on  a full-time  basis.  Positions 
available  in  central  and  south 
Florida  coastal  communities. 
Excellent  opportunity  - guar- 
anteed salary,  fee  for  service 
incentives,  profit  sharing  with 
public  corporation,  malprac- 
tice insurance  paid.  Send  CV 
to  F.M.C.,  250  N.  Babcock  St., 
Suite  202,  Melbourne,  Florida 
32935. 


INTERNIST  FINISHING 
training  and  Board  eligible 
July  85  looking  to  join  solo 
practioner  or  group.  Jeffrey 
Sklar,  M.D.,  314  Newark  Ave. 
Apt.  6,  Bradley  Beach,  New 
Jersey  07720 


ORTHOPAEDIC  SUR- 
GEON - Expanding  Work/ 
Comp  Medical  Center  in 
South  Florida  has  need  for 
Part/Full-time  in-house  physi- 
cian. Lucrative  position  with 
flexible  hours  and  guaran- 
teed salary.  Please  send  CV 
to  OMCA  6300  Northwest 
77th  Court,  Miami,  FL  33166 
or  contact  Bruce  Bernstein  at 
(305)  593-2174. 

INTERNIST-FAMILY 
PRACTITIONER,  BC/BE,  rap- 
idly expanding  practice,  ex- 
cellent patient  group,  com- 
petitive salary,  leading  to 
partnership.  Dr.  Robert  Levy, 
1701  S.E  Hillmoor  Drive,  Port 
St.  Lucie,  Florida  33452 
(305)  335-9400. 

FAMILY  PHYSICIAN 
needed  as  an  associate  in  a 
well  established  solo  practice 
in  central  Florida,  utilizing  2 
modern  hospitals.  Require 
board  certified  or  be  eligible. 
Send  CV  to:  Family  Medical 
Clinic,  2625  Johnson  Point, 
Leesburg,  FL  32748,  (904) 
589-2164. 

EMERGENCY  PHYSICIANS: 
Regional  Trauma  Center  in 
Orlando  has  openings  for  full 
time  emergency  physicians. 
Send  CV  to:  David  Wilson, 
M.D.,  Emergency  Dept.,  Orlando 
Regional  Medical  Center,  1414 
S.  Kuhl  Avenue,  Orlando,  FL 
32806. 

ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

FLORIDA  - FULLTIME  ED 
Physician  desired.  US  trained. 
Central  Florida  hosptial;  150 
beds;  15,000  ED  visits  yearly. 
42  hour  week.  Guaranteed 
yearly  income.  Contact: 
Thomas  E.  Langley,  M.D.,  Box 
1885,  Eustis,  FL  32726,  Tel. 
(904)  589-3336. 

VASCULAR  AND  GENER- 
AL SURGEON  - Florida  group. 
Send  CV  to  C-1256,  Box  2411, 
Jacksonville,  FL  32203. 


FT.  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantation, 
Florida  33317 

PINELLAS  CO.  HEALTH 
DEPT,  is  seeking  a full-time 
ob/gyn  to  work  prenatal,  fam- 
ily planning,  gynecology  and 
V.D.  clinics.  Applicant  must 
show  strong  clinical  skills 
and  be  public  health  oriented. 
Administrative  skills  desired. 
Excellent  opportunity  to  join 
established  team  of  physi- 
cians, midwives  and  advanced 
registered  nurse  practitioners. 
Contact  E.  Ballestas,  M.D., 
Pinellas  Co.  Health  Dept., 
P.O.  Box  13549,  St.  Petersburg, 
FI.  33733,  or  call  813-823-0401, 
ext.  223. 

SEEKING  SEMI-RETIRED 
medical  ophthalmologist  to 
join  established  modern  solo 
ophthalmology  practice 
which  is  actively  growing, 
well  staffed,  and  well  e- 
quipped.  Located  on  the  beau- 
tiful west  coast  of  Florida. 
Board  certified  desired.  Salary 
negotiable.  Send  resume, 
C.V.,  photograph,  and  refer- 
ences to:  Suncoast  Eye  Center, 
311  Medical  Drive,  Hudson, 
FL,  33567,  813-862-3553. 

CENTRAL  FLORIDA  - 45 
minutes  from  coast  and 
Disney.  Communicated  in 
need  of  ob/gyn,  pediatrician 
and  orthopedic  surgeon. 
Support  from  staff  and  large 
drawing  area  assures  suc- 
cess. Forward  curriculum 
vitae  to  Spectra  Professional 
Search,  41  Perimeter  Center 
East,  NE,  Suite  610,  Atlanta, 
GA  30346. 

OB/GYN  - Board  Certified 
or  eligible.  Excellent  practice 
opportunities  available  on 
Florida’s  Central  East  Coast. 
150  bed  general  full  service 
community  hospital.  Res- 
pond with  CV  to:  C-1262,  Box 
2411,  Jacksonville,  FI  32203. 

INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 
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WANTED:  INTERNIST, 
Board  certified;  subspecialty 
preferable  but  not  mandatory. 
Prefer  Florida  resident.  Must 
have  Florida  license.  Large 
volume  practice.  For  further 
information  send  CV  to:  Drs. 
Cooke,  Sussman,  Staller  & 
Fien,  P.A.,  12570  NE  7th  Ave., 
North  Miami,  FL  33161,  (305) 
895-8584. 

ST.  PETERSBURG  and 
CLEARWATER  — Emergency 
Room  and  Family  Practice 
Clinic  seeking  qualified 
Emergency  or  Family  Physi- 
cians for  full  and  part-time 
positions.  Send  CV  or  contact 
Drs.  Prawer  or  Mitchell,  4951 
34th  Street,  So.  St.  Petersburg, 
FL  33711,  (813)  867-8641. 

ORTHOPAEDIC  SURGEON 
with  Hand  subspecialty  on 
Florida's  east  coast  to  join 
Orthopaedic  group  as  soon 
as  possible.  Send  resume  to 
4915  South  Congress  Avenue, 
Lake  Worth,  FL  33461. 

BECOME  AN  HMO  affiliate 
in  your  own  office.  Specialists 
needed  to  refer  our  patients  to. 
Discover  advantages  of  posi- 
tive cash  flow,  capitation, 
etc.  Call  Robert  M.  Markey  at 
Health  • Med  Systems,  (305) 
651-8830. 

MATURE  ANESTHESIOL- 
OGIST ANESTHETIST  with 
Florida  boards  needed  to  su- 
pervise local  anesthesia  for 
eye  clinic.  Salary.  Contact  Mr. 
William  Ausmus  at  1-800-282- 
9905  in  Florida  and  outside 
Florida  1-800-237-4121. 

LOCUM  TENENS  RADIOL- 
OGIST needed,  experienced 
in  CT  and  angiography,  Florida 
license  required.  Send  CV 
with  inquiry  to  C-1258,  P.O. 
Box  2411,  Jacksonville, 
32203. 

EMERGENCY  PHYSICIAN 
postions  available  now.  We 
have  openings  for  locum 
tenens,  full  and  part-time 
physicians.  Flexible  sched- 
uling, quality  rural  and  metro- 
politan hospitals.  Malprac- 
tice insurance  and  competi- 
tive hourly  rates.  Write  Julius 
M.  Garner,  M.D.,  Dept.  G,  890 
S.R.  434  North,  Altamonte 
Springs,  FI.,  32714  or  call 
Sandy  Teal  at  305-788-0786. 

CENTRAL  FLORIDA:  Fam- 
ily physician  BC/BE  for  private 
practice  in  rolling,  lakes  re- 


gion of  state.  Good  hospitals. 
Salary  plus  perdentage  with 
eventual  full  ownership  avail- 
able. Send  CV  to  C-1257,  Box 
2411,  Jacksonville,  FL  32203. 

FLORIDA  LICENSED 
PHYSICIAN  to  join  eleven  of 
our  Rescue  Physicians  now 
working  in  the  EMS  Section 
of  the  Miami  Beach  Fire  Dept. 
Unique  opportunity  in  pre- 
hospital care.  For  details  and 
further  information  contact 
Chief  Jack  Shelton  or  Lt.  Jack 
Nerren  at  305-673-7130. 

FAMILY  PHYSICIAN  to 
assume  existing  practice  30 
minutes  from  Jacksonville. 
Medical  clinic  has  X-ray,  lab 
and  cardiovascular  consulta- 
tion including  onsite  tread- 
mill, echo,  holter  and  vas- 
cular testing.  Excellent  guar- 
antee plus  incentive.  C-1243, 
P.O.  Box  2411,  Jacksonville, 
FI.  32203. 

FAMILY  PRACTICE/E. R. 
MEDICINE  physician  for  pri- 
vate freestanding  medical 
centers  (Central  Florida). 
Competitive  salary  and  future 
ownership  probabilities. 
Send  CV  to  Dennis  Huffman, 
Family  Medical  Center,  2531 
Boggy  Creek  Road,  Kissim- 
mee, FI.  32743  or  call  (305) 
933-0990. 

IM,  FP,  BOARD  ELIGIBLE/ 
CERT,  part-time/full-time  for 
busy  So.  Tampa  medical 
office,  some  ER  experience; 
paid  malprctice.  send  CV  to 
P.O.  Box  21 51 , Lutz,  FL  33549. 

GENERAL  INTERNIST  OR 
FAMILY  PRACTITIONER, 
board  certification  preferred, 
for  Veterans  Administratin 
Outpatient  Clinic  in  the  West 
Palm  Beach,  Florida  area. 
Salary  commensurate  with 
training  and  experience. 
Working  hours  are  8 am  to 
4:30  pm  daily,  no  emergency 
calls,  weekends  or  holidays. 
All  Federal  employment  ad- 
vantages available.  Write  or 
call  Seymour  Chasan,  M.D., 
Chief  Medical  Officer,  V A 
Outpatient  Clinic,  301  Broad- 
way, Riviera  Beach,  Florida, 
33404.  VA  is  an  Affirmative 
Action  Employee. 

MEDICAL  DIRECTOR/ 
PHYSICIAN,  Miami,  FI. 
Florida  domiciled  Co.  is  cur- 
rently seeking  a full-time 
physician  to  provide  primary 
care  and  supervise  the 


medical  staff  of  a new  HMO 
to  open  this  summer.  Must 
have  well  rounded  clinical  ex- 
perience and  be  Board  Certi- 
fied in  Internal  Medicine  and 
hold  Florida  License.  Must 
also  be  fluent  in  English  and 
Spanish.  Excellent  salary  and 
benefits  package.  Please  for- 
ward C.V.  in  confidence  to 
Roger  Gonzalez,  VP  and 
Senior  Underwriter,  Latin 
American  Insurance  Co.,  Inc., 
P.O.  Box  521899,  Miami,  FL 
33152. 

FLORIDA  LICENSED 
PHYSICIAN  OR  GENERAL 
PRACTITIONER  for  health 
dept,  clinic.  Public  health 
background  helpful.  Collier 
Co.  Public  Health  Unit,  P.O. 
Box  428,  Naples,  FL  33939, 
813-774-8210. 

MEDSTOP  WALK-IN 
CLINICS  - Sarasota  Co.  Well 
qualified  M.D.’s  with  primary 
care  background.  Excellent 
working  conditions.  Pay  and 
incentives  according  to  qual- 
ifications. Malpractice  insur- 
ance provided.  Send  CV  to 
T.M.  McNaughton,  M.D.,  540 
S.  Nokomis  Ave.,  Venice,  FI. 
33595  or  call  813-484-2167. 


Situations  Wanted 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  July 
1985.  Invasive-noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 

OCCUPATIONAL  PHYSI- 
CIAN: Board  certified,  Florida 
licensed,  11  years  industrial 
experience;  knowledgeable  in 
OSHA  regulations,  EEOC, 
industrial  hygiene,  chemical 
dependence,  workers’  com- 
pensation, care  of  industrial 
injuries  and  illness,  etc. 
Contact  Donald  J.  Crane, 
M.D.,  3317  West  Capitol  Dr., 
Peoria,  IL  61614,  (309) 
692-0149  evenings. 

PATHOLOGY  - NUCLEAR 
MEDICINE  — Experienced 
Pathologist,  BC  (AP,  CP) 
University  trained  Nuclear 
Medicine  (BE).  Available  July 
1985.  Seeks  relocation  in 
Florida.  Send  inquiries: 
C-1254,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 
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PRACTICE  WANTED: 
Would  like  to  purchase  Inter- 
nal Medicine/Cardiology  prac- 
tice in  southwest  section  of 
Miami,  from  retiring  physi- 
cian or  physician  leaving 
area.  Call  305-665-8500. 


NEURORADIOLOGIST: 
Board  certified,  2 year  Univer- 
sity Fellowship,  expertise  in 
pediatric  and  adult  CT,  angio, 
myelo  and  DSA,  also  excel- 
lent skills  in  general  diagnos- 
tic as  partner  for  last  IVi 
years  in  large  multispecialty 
group.  Thirty-four  year  old, 
married,  one  child.  President, 
University  of  Florida  gradua- 
ting class  1978,  who  wishes 
to  return  home.  Lawrence  H. 
Schott,  M.D.,  1818  Lenard  St., 
Wausau,  Wisconsin  54401, 
(715)  675-9900  evenings. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1227,  P.O.  Box 
2411,  Jacksonville,  FI  32203. 


INTERNIST:  29,  com- 
pleting residency  in  internal 
medicine  June  1984;  Board 
eligible  Sept.  1985;  diplomate 
of  the  National  Board  of  Med- 
ical Examiners;  seeks  posi- 
tion (salaried)  with  HMO, 
clinic,  or  similar  position 
starting  Aug.  1,  1985  in  the 
Orlando/Central  Florida  area. 
Reply  to  Glenn  Agans,  M.D., 
117  Vose  Ave.,  Apt.  34,  South 
Orange,  New  Jersey  07079 
(201)  763-5656. 

BOARD  CERTIFIED,  FAM- 
ILY MEDICINE,  Florida  Li- 
cense seeks  40  hour  a week 
position  in  Private  Clinics, 
Public  Health  or  Nursing 
Homes,  also  Locum  Tenens. 
Reply:  305-878-6608,  prefer- 
ably evenings. 

EXPERIENCED  F.P., 
Eoard  Certified,  Florida  Li- 
censed, Fellow  wants  associ- 
ation, partnership  or  buy 
practice  in  Central  Florida. 
C-1261,  P.O.  Box  2411, 
Jacksonville,  FI  32203 

BE.  MEDICAL  ONCOL- 
OGIST with  Florida  License 
seeks  associate  partnership, 
solo  or  group  practice  in 
Florida,  available  July  1985. 
Send  inquiries  to  C-1263,  P.O. 
Box  2411,  Jacksonville,  FI 
32203. 
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Practices  Available 

RADIOLOGY  - NUCLEAR 
MEDICINE  office  practice 
and  building  for  sale:  Serving 
NE  Ft.  Lauderdale  and  Beach 
Condominiums.  Across  from 
Holy  Cross  Hospital.  Two 
Siemens  x-ray  rooms  with 
Kodak  Automatic  90  second 
Processor,  Technicare  100 
Series  Gamma  Camera  with 
whole  body  imaging  table 
and  Ultimat  Multiformater, 
Hot  Lab  with  brick  hot  cell 
lead  desk  shield  and  Capintec 
Dose  Calibrator.  Equipment 
like  new  and  well  maintained. 
Room  for  ultrasound,  mammo- 
graphy and  a third  x-ray 
machine.  Approx.  2069  sq.ft. 
Terms  available.  Excellent 
tax  shelter.  Herman  E.  Rolfs, 
M.D.,  4542  N.  Federal  Highway 
(U.S.1),  Ft.  Lauderdale,  FL 
33308,  Phone:  (305)  771-9500. 

RADIOLOGY:  Private 
Practice  est.  4 years.  Down- 
town Jacksonville,  Florida. 
Grossing  $160,000.00  with  ex- 
cellent growth  potential.  Pur- 
chase price  negotiable. 
Sergio  Lagman,  M.D.,  600  N. 
Church  St.  Lake  City  FI  32055. 

MEDICAL  PRACTICE 
-NORTH  OF  TAMPA,  2-3 
physicians,  $400,000  + . 
14,000  active  patients.  Lab, 
X-ray,  emergency  room, 
physical  therapy.  $450,000. 
variable  terms.  Contact 
(813)985-3038. 

VERY  ACTIVE  OB/GYN 
practice  for  sale  in  North 
Florida  because  of  retirement. 
2700  sq.  ft  building  with  six 
examining  rooms  fully  e- 
quipped  located  in  a doctor’s 
office  area  within  walking  dis- 
tance from  hospital.  Including 
all  the  equipment,  charts, 
building  and  ground.  Price  ne- 
gotiable for  practice  and  equip- 
ment, building  can  be  leased  or 
purchased.  Contact  C-1259, 
P.O.  Box  2411,  Jacksonville,  FI 
32203. 

PEDIATRICS  - South  Palm 
Co.,  thriving  2 man,  well-esta- 
blished practice.  Good  facil- 
ities. Will  introduce.  Contact: 
C-1260,  P.O.  Box  2411,  Jack- 
sonville, FL  32203*. 

FOR  SALE:  Walk-in  clinics, 
fully  staffed  and  equipped. 
Florida  Atlantic  Coast  area. 
Doctor  owner/user.  Highly  re- 
warding positive  cash  flow. 


Professional  management  in 
place.  From  $125,000.  Contact: 
JoeMax  Smith,  Hallmark  Devel- 
opment, 1360  U.S.  1,  Suite  4, 
Vero  Beach,  FL  32960,  305-562- 
8222. 

BUSINESS  OPPORTUNITY 
for  Florida  Licensed  physi- 
cians. FMC’s  developed  by 
proven  management  group 
along  Florida’s  Atlantic  coast. 
Want  to  explore  this  positive 
cash  flow  opportunity,  building 
a secure  future?  Contact: 
JoeMax  Smith,  Hallmark  Devel- 
opment, 1360  U.S.  1,  Suite  4, 
Vero  Beach,  FL  32960,  305-562- 
8222. 

PRIVATE  SOLO  PEDI- 
ATRIC for  sale:  East  coast  of 
Florida.  Two  year  old  practice, 
grossed  over  $130,000.00  this 
year.  Reason  for  selling: 
spouse’s  job  requires  moving. 
Call  is  shared  with  4 local  pedi- 
atricians. Terms  negotiable. 
Call  305-334-3470  between  5:00 
pm  and  7:00  pm  or  write  to  760 
NE  Stokes  Tr.,  Jensen  Beach, 
FL  33457. 

PRACTICE  FOR  SALE: 
Busy,  solo  practice  in  gynecol- 
ogy, due  to  retirement.  Lovely 
office  adjacent  to  300  bed 
private  hospital  in  Venice,  FL 
-directly  on  the  beautiful  Gulf 
of  Mexico.  Excellent  clientele 
over  30  year  period.  Send  CV 
and  references  to  P.O.  Box  705, 
Venice,  FL  34284-0705. 

FLA.  GOLD  COAST,  North 
Palm  Beach  area.  23  year  F.P., 
200  M Ann.  Office  bldg,  op- 
tional. Will  introduce.  Hos- 
pitals and  ocean  5-12  min. 
drive.  Taking  early  retirement. 
Call  305-627-0722  after  8:00 
pm.  Write  11605-A  Win- 
chester Dr.,  Palm  Beach 
Gardens,  FL  33410. 


Real  Estate 

INDIGO  LAKES,  Daytona 
Beach,  Florida:  Custom 
designed  medical  offices  for 
lease  in  Indigo  Lakes  Profes- 
sional and  Fitness  Complex. 
A unique  opportunity  to  work 
in  conjunction  with  the  area’s 
most  prestigious  fitness 
center.  Call  Mike  McCaffrey 
(904)  254-3601  for  details. 
Watts:  1-800-874-9918. 


DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

FOR  SALE  OR  LEASE- 
Medical  office  1650  sq.  feet,  2 
consulting  offices,  4 exam 
rooms,  established  location 
overlooking  Lake  Monroe. 
Perfect  for  obstetrics,  family 
practice.  Clyde  H.  Climer, 
M.D.,  1403  Medical  Plaza  Dr., 
Suite  106,  Sanford,  FL  32771. 

SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two  hospitals. 
1500  - 1800  sq.ft.  Fully  parti- 
tioned and  carpeted.  Reason- 
able rent.  (305)  661-5147. 

JACKSONVILLE,  FLORIDA: 
For  rent,  reasonable,  one 
remaining  space  for  a physi- 
cian. Outstanding  downtown 
location  right  at  the  main 
entrance  in  the  new  Southern 
Bell  Tower.  Full/part-time. 
Tower  Health  Practices,  301 
W.  Bay  Street,  Jacksonville, 
FL  32202.  (904)  634-0460  or 
(904)  268-4351. 

ORLANDO,  FLORIDA 
AREA  - Medical  office  located 
in  high  density  N.E.  section. 
Refurbished  in  1980  and  situ- 
ated on  a heavily  treed  lot. 
Also  featuring  central  heat, 
air  and  carpeting.  $155,000. 
Motivated!  Call  June  or  Sid 
305-628-8855  REALTORS. 

SHARE  PROFESSIONAL 
offices  with  IM/GER,  Pinellas 
Co.,  Clearwater  (Countryside) 
and  Oldsmar.  Prime  loca- 
tions. Terms  flexible,  negotia- 
ble. Dr.  P.  Callahan,  P.O.B. 
1686,  Largo,  FL  34294,  (813) 
584-4275. 


Services 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 


LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 

A MEDICAL  LETTER 
THAT  INCREASES  PATIENT 
VISITS!  Write  Shirley  M. 
Mueller,  M.D.  for  a free  copy  of 
a physician-written  newsletter 
that  is  personalized  by  you. 
Personal  Medical  Communi- 
cations, Dept.  F,  95  Wellington 
Road.  Indianapolis,  IN  46260. 

STRESS  REDUCTION 
THRU  RELAXATION  IMAGERY 
A videotape  developed  by  a 
leading  psychiatrist  to  help 
you  achieve  optimum  perfor- 
mance thru  total  mental, 
physical  relaxation.  Specify 
VHS  or  BETA  II.  Send  $41.95 
to  R.I.E.  Inc.,  13550  N.  31st 
Street,  Tampa,  FL  33612. 

EXPERT  CONSULTING 
SERVICE  all  phases  of  labo- 
ratory medicine:  staffing 
mangement,  technical  and 
Q.C.,  accreditation,  licensure, 
for  offices,  group  practices, 
hospitals.  For  more  informa- 
tion, write:  LabCare,  P.O.  Box 
1702-103,  Gainesville,  FL 
32602. 

AVOID  MALPRACTICE 
SUITS:  Free  - 30  day  trial 
“Guideline  for  Medical  and 
Surgical  Emergencies”.  Write 
professorial  type  orders  for 
medical  and  surgical  emer- 
gencies. Masson  Publishing 
Co.  - USA,  133  East  58  St., 
New  York,  NY  10022 

WE  BUY,  SELL,  LEASE 
SERVICE  new  and  recondi- 
tioned medical  instrumenta- 
tion: EKG,  Lab,  Holter,  scan- 
ners, 2 D.  Echos,  stress-test, 
etc.  Contact:  Ed  Bentolila, 
P.O.  Box  8767,  Coral  Springs, 
FL  33065,  305-972-4600. 


Equipment 

RADIO  SHACK  COMPUTER 
USERS  GROUP:  Please  send 
name,  address,  medical  spe- 
ciality and  phone  number. 
Let’s  share  ideas,  problem 
solutions  and  information 
about  good  programs.  James 
Nichols,  M.D.,  1315  Garden 
Street,  Titusville,  FL  32796. 
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Meetings 

BIOFEEDBACK  — CEU 
Credit  available  — Fullife 
presents  basic  and  advanced 
workshops  in  Biofeedback 
1984-85  schedule:  Founda- 
tions of  Biofeedback,  Sept.  15 
& 16;  May  11  & 12.  Advanced 
Concepts  in  Biofeedback,  Oct. 
12-14;  June  7-9.  Review  for 
Certification  & State  of  the 
Art  in  Biofeedback,  Nov.  3 
& 4;  Feb.  23  & 24.  Clinical 
internship  program.  Contact 
the  Hartje  Stress  Clinic  for 
brochure,  2429  University 
Blvd.  West,  Jacksonville,  FL 
32217,  (904)  737-5821.  Offered 
at  the  Sea  Turtle  Inn,  1 Ocean 
Blvd.,  Jacksonville,  FL  32223, 
(904)  249-7402. 


1985  CME  CRUISE/CON- 
FERENCES ON  selected 
medical  topics  - Caribbean, 
Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days 
year-round.  Approved  for 
20-40  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  pre- 
scribed credits.  Distinguished 
professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEX- 
ICAN & ALASKAN  CRUISES. 
Excellent  group  fares  on 
finest  ships.  Registration  lim- 
ited. Pre-scheduled  in  com- 
pliance with  present  IRS  re- 
quirements. Information: 
International  Conferences, 
189  Lodge  Ave.,  Huntington 
Station,  New  York,  11746 
(516)  549-0869. 


Save  the 


■ I want  to  help.  Enclosed  is  my  tax-deductible  check  for  $_ 
’ Please  send  me  information  about  protecting  the  eyesight 

■ of  myself  and  my  family. 

j|-.  Name 

I Address 


National  Society  to  Prevent  Blindness 
^11^,  3741  Neptune  Street,  Tampa,  FL  33629 


lose  your  vision,  you  lose 


tndness. 


Vhen  yoi 
the  clouds. 

You  lose  the  sunsets.  The  seashells. 
moonlight  and  snowflakes, 
is  year,  50,000  Americans  will  lose  all 
and  more.  Forever, 
fet  with  yofewhelp,  half  of  all  blindness 
be  prevented. 

’re  the  National  I 
Blindness. 

We  sponsor  i 
eye  diseases.  And  s£ 
eliminate  eye  injuries. 

W6 


FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


THORACIC  OR 
CARDIOVASCULAR 
SURGEONS 

THE  FLORIDA 
NATIONAL  GUARD 
NEEDS  YOU!! 

CHECK  THESE  BENEFITS 

Direct  Appointment  Service  to 
as  a Medical  Corps  Community, 

Officer.  State  & Nation. 

Pay,  retirement 
No  military  & expense-paid 

training  required.  CME  courses. 

FOR  MORE  INFORMATION  CALL 

1-800*342 *6528 


National  Guard 


“FLORIDA  AT  ITS  BEST” 
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(OMPLETE 
MORATORY  , , 
IOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' 6 

• More  total  sleep  time1 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy25 1012 


Caution  patients  about  dnving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HQ/Roche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  at: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A.  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983. 


DALMANE®  <K 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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See  preceding  page  for  references  and  summary  of  product  information. 
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NO-DEDUCTIBLE 


The  “new  FPIR 
has  eliminated  the 
deductible  provision 
previously  included 
in  the  company’s 
policy  contract.  As 
of  January  1,  1985, 
any  claim  reported 
is  fully  covered  up 
to  the  specified 
liability  limits  of  the 
policy  contract.  The 
FPIR  no  longer 
offers  deductible  or 
co-insurance  policies. 


The  FPIR  is  sponsored  by  the  Florida  Medical  Association  and 
is  managed  by  the  Physicians  Insurance  Company  of  Ohio  (PICO). 


FLORIDA  PHYSICIANS 


« . 


INSURANCE  RECIPROCAL 


1000  Riverside  Av  / P.O.  Box  44033  / Jacksonville, FI  32231-4033 
Telephone  (904)  354-5910  WATS:  1-800-342-8349 
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'Executive  Committee 


Summary  of  the  FMA  Board  of  Governors  Meeting 

March  9,  1985 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Governors  at  its  meeting 
March  9,  1985. 


THE  BOARD: 


COMMITTEE  ON 
PROGRAMS  AND  PRIORITIES 


FMA  Delinquent 
Dues  Assessment 


Informed  Consent 
Law 


Medical/ Legal 
Hotline 


Public  Health 
Public  Relations 
Program 


Impaired  Physicians 
Program  Director 


Established  May  9, 1985  as  the  final  date 
for  payment  of  the  1984  special  assess- 
ment and  thereafter  any  member  who 
has  not  paid  will  be  dropped  from  the 
membership  of  the  Florida  Medical 
Association  and  his/her  respective 
county  medical  society. 

Affirmed  support  of  FMA  efforts  in 
cooperation  with  the  Florida  Hospital 
Association  to  overturn  the  Fifth 
District  Court  of  Appeal  decision 
declaring  Florida's  informed  consent 
statute  unconstitutional. 

Approved  the  establishment  of  a 
medical/legal  hotline  in  the  FMA  Head- 
quarters Office  to  assist  physicians  con- 
fronted with  potential  medical/legal  dif- 
ficulties, and  further,  this  program  will 
be  evaluated  at  the  end  of  six  months  to 
determine  the  extent  of  activity  and 
cost-benefit  ratio. 

Approved  the  funding  of  a public  health 
education  program  directed  at  the 
general  public  and  the  medical  profes- 
sion, and  further,  this  program  wil  be 
accomplished  through  the  production 
and  distribution  of  radio  and  television 
public  service  announcements  address- 
ing such  themes  as  driving  and  drinking, 
use  of  drugs,  automobile  safety  belts, 
and  smoking,  and  further,  local  physi- 
cians should  be  utilized  to  the  greatest 
possible  extent  in  carrying  out  these 
programs. 

Approved  the  appointment  of  Roger  A. 
Goetz,  M.D.,  as  the  Medical  Director 
for  the  FMA/FMF  Impaired  Physicians 
Program. 


Received  a report  of  the  Committee  on 
Programs  and  Priorities  and  addressed 
recommendations  from  the  Executive 
Committee  Report  and  Recommenda- 
tions of  March  7,  1985. 

FMA  Communication  Approved  the  distribution  of  a single 
communication  to  the  FMA  member- 
ship on  a monthly  basis  in  lieu  of  the 
FMA  Briefs  and  Gray  Paper,  subject  to 
evaluation  of  effectiveness  in  one  year. 


Annual  Meeting 
Format 


Restructuring  of 
the  FMA  Board  of 
Governors 


Approved  that  the  Florida  Medical 
Association,  Inc.  Annual  Meeting  for- 
mat be  reduced  from  a five  day  program 
(Wednesday  to  Sunday)  to  a four  day 
program  (Thursday  to  Sunday),  and 
further,  major  meetings  held  in  conjunc- 
tion with  the  Annual  Meeting,  such  as 
the  Council  on  Hospital  Medical  Staffs, 
be  scheduled  on  Tuesday  and  Wednes- 
day preceding  the  First  Session  of  the 
FMA  House  of  Delegates. 

Approved  the  following  additional 
recommended  changes  in  composition 
of  the  FMA  Board  of  Governors  in  addi- 
tion to  those  approved  at  the  January 
7-8,  1985  meeting: 

• That  a resident  physician  whose 
residency  status  will  not  expire 
before  completion  of  the  elected 
term  be  elected  by  the  House  of 
Delegates  for  a term  of  two  years 
and  that  such  physician  have  a vote 
on  the  Board. 

• That  a medical  student  be  appointed 
to  the  Board  by  the  President  for  a 
term  of  two  years  beginning  at  the 
conclusion  of  the  current  medical 
student  term  and  that  this  position 
be  rotated  consecutively  among  the 


three  medical  schools,  and  further, 
that  the  position  have  a vote  on  the 
Board. 

• That  the  remaining  composition  of 
the  Board  of  Governors,  in  respect 
to  the  AMA  Delegate  position  and 
advisory  positions,  remain  as  cur- 
rently provided  for  in  the  FMA 
Bylaws. 

• That  the  "at  large"  position  of  the 
Board  of  Governors  be  retained  and 
appointed  by  the  President  for  a 
one-year  term. 

With  the  above  changes,  composition  of 
the  FMA  Board  of  Governors  shall  be  as 
follows:  President;  President-Elect;  Vice 
President;  Secretary;  Treasurer;  two 
Immediate  Past  Presidents;  one  of  the 
Delegates  to  the  House  of  Delegates  to 
the  AMA  (appointed  by  the  President); 
one  representative  from  each  medical 
district  (elections  beginning  in  1986); 
Resident  Physician;  Medical  Student; 
and  an  "at  large"  appointment  by  the 
President  (all  advisory  members  ap- 
pointed as  currently  provided  in  the 
Bylaws). 

COUNCILS  AND 
COMMITTEES 

COUNCIL  ON  LEGISLATION 


1985  LEGISLATIVE 
PRIORITIES 

Professional  Liability 


The  Florida  Medical  Association  will  in- 
troduce, during  the  1985  Legislature,  a 
professional  liability  package  embody- 
ing the  concepts  established  by  the 
Board  of  Governors  at  its  January,  1985 
Board  Meeting  including  a concept  for  a 
limitation  on  general  noneconomic 
damages: 


THAT  THE  FMA  SUPPORT  SOLU- 
TIONS FOR  RESOLVING  THE 
PROFESSIONAL  LIABILITY 
CRISIS  THAT  WILL  ACHIEVE 
STABILITY  IN  RESPECT  TO  THE 
CURRENT  COST  OF  PROFES- 
SIONAL LIABILITY  INSURANCE 
AND  WILL  PROVIDE  TO  PA- 
TIENTS WHO  ARE  TRULY  IN- 
JURED IN  THE  MEDICAL  SYSTEM 
AN  OPPORTUNITY  TO  BE  ADE- 
QUATELY AND  EFFICIENTLY 
COMPENSATED  FOR  THEIR  IN- 
JURIES; AND  FURTHER,  THAT 
THE  FMA  SUPPORT  THE 
FOLLOWING  CONCEPT  AS 
SOLUTIONS  THAT  MEET  THE 
CRITERIA  SET  OUT  ABOVE: 


TORT  REFORM  PACKAGE: 

• CAPS  ON  AWARDS 

• STRUCTURED  SETTLEMENTS 

• ELIMINATE  JOINT  AND  SEVER- 
AL LIABILITY,  OR 


ALTERNATIVE  RESOLUTION  FOI 
MALPRACTICE  DISPUTES  THROUCf 
ANY  OF  THE  FOLLOWING,  BUI 
NOT  LIMITED  TO: 

• MODIFIED  ^"NO-FAULT"  Of 
"WORKER  COMPENSATION 
APPROACH 

• ARBITRATION 

• SCREENING  PANELS 

• TRIP  INSURANCE 

• OTHER  EFFECTIVE  ALTER 
NATIVES  THAT  MIGHT  BE  IDEN 
TIFIED. 


ADDITIONAL  CONSIDERATIONS: 

• STRENGTHENING  RISK  MAN 
AGEMENT  PROGRAMS 

• STRENGTHENING  THE  ABILITY 
OF  THE  BOARD  OF  MEDICAL  EX 
AMINERS  TO  DEAL  WITH  IN- 
COMPETENT PHYSICIANS 

• CONSIDER  THE  FEASIBILITY  OF 
MANDATORY  INSURANCE  FOR 
PHYSICIANS  (THIS  CONCEPT  IS 
LINKED  SPECIFICALLY  TO  ITEM 
A (3)  JOINT  AND  SEVERAL 
LIABILITY). 


Approved  the  recommended  categoriza 
tion  of  legislative  issues  as  follows: 

Support: 


• Alzheimer's  Disease  — Creation  o 
an  advisory  committee  or 
Alzheimer's  Disease,  the  Alzheimer': 
Disease  Research  Trust  Fund  anc 
specialized  model  day  care  program 
(HB77  & SB121). 

• Indigent  Health  Care  — Support  in- 
digent health  care  funding  by  addi- 
tional taxes  on  such  revenue  source 
as  alcohol  and  tobacco. 

• Community  Hospital  Education 
Council  — Increased  funding  for  the 
Community  Hospital  Education 
Council. 

• Mandatory  Car  Seat  Belts  — Re- 
quirement for  an  operator  and 
passengers  of  a private  motor  vehi- 
cle to  wear  safety  seat  belts  (HB37, 
HB47,  HB70,  SB141). 

• Trauma  Centers  — Concept  of 
regional  designated  trauma  centers 
in  Florida  to  provide  for  optimal 
care  of  the  critically  ill  patient.  ; 

• Foreign  Medical  Graduates  — Sup- 
port legislation  by  the  Department 
of  Professional  Regulation  that 
would  prohibit  licensure  of  physi- 
cians who  are  graduates  from 
foreign  medical  schools  except  by 
the  following  criteria: 


Only  those  physicians  who  are 
graduates  from  foreign  medical 
schools  which  are  certified  or 
accredited  by  a nationally 
recognized  certifying  or  ac- 
crediting agency  as  a result  of 
an  on-site  visit  to  the  foreign 
medical  school. 

Only  those  physicians  who 
have  completed  minimum  re- 
quirements for  training  and 
licensure  in  an  AMA  approved 
and  accredited  residency  train- 
ing program. 

Eminent  Scholars  Program  — Sup- 
port increased  funding  for  eminent 
scholars  fund. 

Drinking  Age  — Raising  the  legal 
age  for  the  consumption  or  posses- 
sion of  alcoholic  beverages  from  19 
to  21  (HB42,  HB54,  SBl). 


The  number  of  times  an  in- 
dividual may  take  the  FLEX  for 
state  licensure  will  be  limited  to 
three.  After  failing  three  times, 
the  applicant  will  be  required 
to  take  one  year  of  post 
graduate  training  in  a program 
approved  by  the  AMA  prior  to 
attempting  the  examination  for 
a fourth,  and  final  time.  The 
post  graduate  training  is  the 
responsibility  of  the  individual. 

Child  Safety  Seats  — Closes  a 
loophole  in  the  child  restraint  law 
that  requires  all  persons  transporting 
a child  who  is  five  years  or  younger 
in  a motor  vehicle  to  use  a child 
restraining  devise  (HB6). 

Campaign  Financing  — Prohibits 
contributions  to  candidates  who  are 
unopposed  to  be  made  after  the 
qualifying  date. 


• Clean  Indoor  Air  Act  — Establish- 
ment of  the  Clean  Indoor  Air  Act 
that  prohibits  smoking  in  public 
places  except  in  designated  smoking 
areas. 

• Physician  Discipline  — Endorsement 
of  the  concept  requiring  information 
on  paid  claims  to  be  sent  from  the 
Department  of  Insurance  to  the 
Department  of  Professional  Regula- 
tion: 

'The  Department  shall  screen 
the  reports  annually  and  send 
to  the  Department  of  Profes- 
sional Regulation  and  the  ap- 
propriate regulatory  board, 
copies  of  the  reports  for  all 
health  care  providers  having 
paid  claims." 

And,  endorsement  of  the  Department  of 
Professional  Regulation  recommenda- 
tions as  follows: 

The  penalty  for  knowingly  giv- 
ing false  information  when  ob- 
taining a license  as  a health  care 
practitioner  (licensed  under 
Chapters  458,  459,  460,  462, 
463,  464,  465,  474  and  490, 
Florida  Statutes)  will  be  a third 
degree  felony.  This  proposal 
will  amend  Chapter  455, 
Florida  Statutes. 

Obtaining  a license  to  practice 
medicine  by  fraudulent  misrep- 
resentation or  fraudulently 
misrepresenting  education, 
training  or  experience  in  ob- 
taining a position  as  a medical 
practitioner  or  medical  resi- 
dent, will  result  in  a third 
degree  felony  penalty.  This 
change  is  proposed  for  both 
Chapters  458  and  459,  Florida 
Statutes. 


Oppose: 

• Pharmacy  Prescribing  — Authoriza- 
tion for  certain  "Self-care  Con- 
sultants" to  prescribe  drugs  contain- 
ed in  a formulary  without  examina- 
tion and  diagnosis  by  a physician. 

• Mandated  Insurance  for  Chiroprac- 
tic Services  — Mandates  for  all  in- 
surance policies  to  include  payment 
for  chiropractic  services. 

• Chiropractic  School  — Any  ap- 
propriation from  general  revenue  to 
establish  a school  of  chiropractic  in 
Florida. 

• Mandatory  PLI  — Mandates  profes- 
sional liability  insurance  in  the 
amount  of  $250,000  for  all  physi- 
cians as  a condition  for  license 
(HB23). 

• Limitation  of  Expenditures  by  PACS 
— Sets  up  certain  limitations  on  the 
amount  of  PAC  contributions  to 
candidates. 

• Increased  Fees  for  Physician  Licenses 
— Requires  an  increase  in  physicians 
licensure  fees  to  fund  Medicaid. 


COUNCIL  ON 
MEDICAL  ECONOMICS 


House  Committee  The  FMA  will  maximize  interaction 

on  Health  Care  with  the  House  Committee  on  Health 

and  Insurance  and  Insurance,  and  encourage  the 

House  Committee  to  establish  dialogue 
between  the  major  insurance  companies 
and  the  FMA  regarding  the  financing  of 
health  care  services  and  the  FMA  will 
assist  the  House  Committee  in  its 
deliberations  on  cost  containment,  cost 
effectiveness,  and  quality  of  care. 


Health  Care 

Financing 

Administration 


DRGs 


HMOs 


Medical  Assistance 
Panel 


Workers' 

Compensation 


PRO  Activities 


Approved  the  recommendation  that  the 
FMA,  as  much  as  possible,  interrelate 
with  the  Federal  Health  Care  Financing 
Administration,  in  addition  to  the  State 
Office  of  Technical  Assistance  and  other 
related  State  and  Federal  agencies  to 
provide  input  in  the  development  of 
health  care  financing. 

Approved  the  recommendation  that  the 
Council  on  Specialty  Medicine  in  con- 
cert with  FMA's  recognized  specialty 
groups  document  the  impact  of  DRGs 
on  specialty  and  general  practices,  and 
in  conjunction  with  the  Subcommittee 
on  Health  Care  Financing,  report  to  the 
Board  of  Governors  on  a timely  basis 
the  impact  of  DRGs  on  the  practice  of 
medicine. 

Requested  county  medical  societies  to 
provide  the  FMA  with  documented  in- 
stances of  quality  of  care  concerns  in 
respect  to  HMO  health  care  delivery 
systems.  The  Board  will  also  study  the 
development  of  a form  to  be  used  to  re- 
quest from  county  medical  societies  in- 
stances of  concern  about  poor  quality  of 
care  rendered  by  health  care  delivery 
systems  in  Florida. 

Approved  the  establishment  of  a 
medical  assistance  panel  to  advise  HRS 
through  input  at  the  policy-making 
level;  and  further,  for  this  panel  to 
enhance  the  capabilities  of  FMA  staff  to 
serve  as  a resource  in  working  with  HRS 
staff  in  providing  medical  input  and 
assistance  in  the  planning,  develop- 
ment, and  implementation  of  health 
programming. 

Approved  the  recommendation  that  the 
FMA  continue  to  work  with  the  Office 
of  Medical  Services  and  the  three 
member  panel  in  developing  testimony 
to  illustrate  the  need  to  increase  the 
reimbursement  level  to  an  equitable 
level  of  the  FEMUR  Data  Base  for  1986. 

The  FMA  will  submit  a letter  of  protest 
to  the  three  member  panel  detailing  the 
dissatisfaction  with  the  small  increase  in 
the  fee  schedule  and  reiterating  some  of 
the  testimony  that  was  presented  that 
clearly  indicated  the  need  for  a more 
equitable  increase. 

The  FMA  will  continue  to  monitor  the 
activities  of  the  Professional  Foundation 
for  Health  Care  and  continue  to  collect 
and  evaluate  any  of  the  problems  FMA 
members  encounter  with  the  PRO. 

The  FMA  encourages  county  medical 
societies  and  recognized  specialty 
groups  to  participate  in  the  monitoring 
process  of  the  Professional  Foundation 
for  Health  Care  and  report  problems  to 
the  FMA  PRO  Committee;  and  further, 
the  FMA  encourages  specialty  groups  to 

provide  technical  assistance  and  advice 
pertaining  to  their  individual  specialties 
to  the  Committee  on  PRO. 


Peer  Review  for 
Fee  Disputes 


Relative  Value 
Studies 


Requested  the  Council  on  Hospit; 
Medical  Staffs  to  monitor  the  activity 
of  the  Professional  Foundation  fc 
Health  Care  and  also  report  problems  t 
the  PRO  Committee  for  evaluation.  | 

The  FMA  will  encourage  the  AMA  t 
seek  legislation  to  modify  the  currer 
anti-trust  laws  to  permit  resumption  cl 
peer  review  for  fee  disputes. 

Approved  the  recommendation  that  th  , 
FMA  base  the  1986  edition  of  th 
Florida  Relative  Value  Studies  on  th 
AMA  CPT4  1985  edition. 


COUNCIL  ON 
MEDICAL  SERVICES 


School  Entry  Exams 


Prison  Medical 
Services  in  Florida 


Fluoridation  of 
Public  Water  Supplies 


Adopted  the  position  of  bein; 
unalterably  opposed  to  allowin; 
chiropractors  and  other  limited  healtl 
care  practitioners  to  perform  school  en 
try  health  examinations  on  the  ground  , 
that  they  are  not  qualified  either  b- 
education,  training,  or  experience  ti 
perform  many  of  the  examinations  am 
make  many  of  the  findings  that  are  nor 
mally  required  in  a medical  examina 
tion;  and  further,  that  the  FMA  taki 
whatever  steps  are  appropriate  an< 
necessary  to  assure  that  only  a physi 
cian  licensed  under  either  Chapter  45! 
or  459,  Florida  Statutes,  may  lawfully  >! 
perform  a health  or  physical  examina  fo 
tion  upon  a child  for  the  purpose  o 
school  enrollment  in  the  state  of  Florida 

The  Florida  Medical  Association,  ir 
conjunction  with  the  Florida  Depart 
ment  of  Health  and  Rehabilitative  Ser 
vices  (HRS)  will  propose  to  the  Floride  fc 
Legislature  that  funds  be  provided, 
through  HRS,  to  the  Florida  Medica 
Foundation  for: 

• Evaluation  of  the  current  jail  mec 
care  system  in  Florida; 

• Formulation  of  recommendations 

meeting  AMA  recognized  standa 
and  « 

Pi 

• Provision  of  expertise  and  an  impi 
for  localities  to  implement  accred 
programming. 

Reiterated  its  support  for  fluoridation  of 
public  water  supplies  in  Florida. 


Samuel  Rowley,  M.D.  Took  official  notice  of  the  impending 
retirement  of  Samuel  Rowley,  M.D., 
from  the  position  of  Public  Health 
Director  of  Duval  County;  and  further, 
the  FMA  commended  Dr.  Rowley  for 
the  many  contributions  he  has  made  to  r 
public  health  in  that  position  and  as  a p, 
member  of  the  FMA  Committee  on 
Public  Health. 


COUNCIL  ON 
SPECIALTY  MEDICINE 

Placed  the  following  specialty  group 
that  has  not  met  all  the  criteria 
established  by  the  House  of  Delegates 
for  recognition  by  the  Association  on  a 
one-year  probation: 

Florida  Association  of  Nuclear 
Physicians,  Inc. 

Allowed  a 60-day  grace  period  beginn- 
ing February  23,  1985  and  ending  on 
April  30,  1985,  to  the  following  special- 
ty groups  who  have  a greater  than  10% 
variation  in  non-FMA  members  and 
who  are  actively  recruiting  their  non- 
FMA  members  to  join  the  FMA: 

Florida  Society  of  Anesthesiologists 

Florida  Occupational  Medical 
Association 

Council  of  Florida  District  Branches 
of  the  American  Psychiatric 
Association 

Approved  the  continuing  recognition 
for  the  following  specialty  groups  who 
have  met  the  criteria  established  by  the 
House  of  Delegates  for  recognition  by 
the  Association: 

Florida  Society  of  Pathologists 

Florida  Endocrine  Society 

Florida  Society  of  Physical  Medicine 
and  Rehabilitation 

Disapproved  a recommendation  that 
the  FMA  eliminate  the  requirement  in 
the  specialty  society  recognition  pro- 
gram that  requires  specialty  societies  to 
participate  in  the  scientific  section  of  the 
FMA  Annual  Meeting  once  every  three 
years. 

Recommended  to  the  Commissioner  of 
Agriculture  that  "Blue  Ball  Rat  Poison 
and  all  other  similarly  dangerous  com- 
pounds be  banned  from  use  or  that  such 
compounds  be  distributed  in  a tightly 
controlled  manner  with  appropriate 
packaging  in  order  to  prevent  children 
from  ingesting  these  substances. 


FMA  Journal  Editor 


Local  County 
Hospital  Medical 
Staffs  Committees 


Local  County 
Hospital  Medical 
Staffs 


Slide  Presentation 


Quarterly  Newsletter 


Risk  Management 
Committee 


entitled  "Change,  Learning,  and  Educa- 
tion in  the  Lives  of  Physicians." 

Commended  Daniel  B.  Nunn,  M.D., 
Editor  and  Chairman  of  the  Committee 
on  Scientific  Publications  for  his  superb 
contributions  and  efforts  as  Editor  of 
the  Journal  of  the  Florida  Medical 
Association  for  the  past  five  years  and 
approved  the  president-elect  s selection 
of  Remigio  Lacsamana,  M.D.  as  Editor 
of  The  Journal  for  the  Association  year, 
1985-1986. 

COUNCIL  ON 

HOSPITAL  MEDICAL  STAFFS 

Agreed  to  encourage  county  medical 
societies  to  establish  local  county 
medical  society/hospital  medical  staff 
committees  composed  of  elected 
representatives  from  medical  staffs  of  all 
hospitals  within  the  county's  jurisdic- 
tion,. 

Recommended  to  county  medical 
societies  that  each  member  of  the  local 
hospital  medical  staff  committee  be  an 
elected  member  from  his/her  medical 
staff  serving  a two-year  term;  and  fur- 
ther, that  he/she  be  eligible  for 
privileges  of  the  floor  in  the  two  Council 
Hospital  Medical  Staff  statewide 
meetings  held  annually. 

Approved  the  development  of  a slide 
presentation  and  synchronized  nar- 
rative to  be  presented  to  county  medical 
societies  and  hospital  medical  staffs  on 
the  purpose  and  development  of  the 
council  on  hospital  medical  staffs. 

The  Board  approved  publication  of  a 
quarterly  newsletter  on  hospital  medical 
staff  activities  to  be  disseminated  to 
hospital  medical  staffs  and  county 
medical  societies. 

Approved  the  establishment  of  a risk 
management  committee  under  the  pur- 
view of  the  Council  on  Hospital  Medical 
Staffs  for  the  purpose  of  developing 
educational  programs  to  prevent 
medical  malpractice. 


Agreed  to  notify  the  Governor  of  the 
FMA's  concern  regarding  the  proclama- 
tion on  chiropractors  which  states  "The 
science  of  chiropractors  and  the  doctors 
who  practice  it  have  contributed  greatly 
to  the  better  health  of  our  citizenry  by 
providing  this  specialized  health  care. 

COUNCIL  ON 
SCIENTIFIC  ACTIVITIES 

Accepted  as  information  the  report  on 
final  plans  for  the  111th  Annual 
Meeting  Scientific  Program. 

Approved  FMA  participation  in  the  na- 
tional study  being  conducted  by  the 
Society  of  Medical  College  Directors  of 
Continuing  Medical  Education  on  CME 


COMMITTEE  ON 
MEMBERSHIP  DEVELOPMENT 

Local  Membership  All  county  medical  societies  are  urged  to 

Development  establish  committees  on  membership 

Committee  arid  development  with  primary  respon- 

sibility for  membership  recruitment  and 
retention;  and  further,  county  medical 
societies  are  asked  to  consider  appoin- 
ting to  these  committees  a medical  staff 
representative  from  each  hospital  in 
their  area,  as  well  as  women  physicians 
and  where  appropriate,  resident  physi- 
cians and  medical  student  members. 

Women  in  Medicine  The  Board  authorized  a one-day 

workshop  on  Leadership  Skills  for 
Women  Physicians  to  be  held  in  con- 
junction with  the  1986  FMA  Leadership 
Conference. 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  CORD,  diabetes  or  peripheral 
vasculardisease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


IS0PT1N  IABLFTS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  qumidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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IGNORANCE 

ISNO 

EXCUSE. 


America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

1 productivity- 1 America's  productivity 
1 the cii»*  1 growth  rate  has  been 
\ Tha*on^Js  \ slipping  badly  for  sev- 
1 \ eral  years  now,  com- 

1 _ \ pared  to  that  of  other 

1 * nc|f'ons-  And  it's  ad- 

1 WM  \ versely  affecting  each 

1 PB®]  and  every  one  of  us. 

' — — We've  all  seen 

plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center. 


America. 

Let’s  work  together. 


! National  Productivity  Awareness  Campaign 
I P.O.  Bon  480,  lorton,  VA  22079 


T! 


Yes,  I would  like  to  improve  my  company's 
productivity.  Please  send  me  a free  copy  of 
"Productivity:  the  crisis  that  crept  up  on  us." 
(Quantities  available  at  cost  from  above 
address.) 


Name 


Title 


I Company 

I City State Zip. 

j Please  allow  4-6  weeks  for  delivery. 
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THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 

FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS, 
OUR  REPUTATION  FOR  SERVICE*  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS, 


LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING, 

LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER, 

NO  DOWN  PAYMENT 

NO  SECURITY  DEPOSIT 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR, 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT 
AVAILABLE 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

$232/mo. 

Cutlass/Regal 

248/mo, 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 

Lincoln  Town  Car  Sedan 

387/mo, 

Cadillac  Sedan  D’ville 

392/mo, 

BMW  3!8i 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

391/mo. 

Porsche  91  ISC  Cpt, 

684/mo. 

Mercedes  190  , 

479/mo. 

Mercedes  300  SB 

699/ mo. 

Mercedes  310  SL 

834/mo. 

In  Florida 

For  Leasing  Information: 
Call  Toll-Free 
1-800-432-9629 
For  Information  - 
On  Any  Automobile 
Available  In  The  U.S. 


TURN-OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT, 


American  ‘Jflebt 


Leasing  Services  Available 
Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 
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INFORMATION  FOR  AUTHORS 


The  Journal  is  the  official  publication  of  the  Florida  Medical 
Association  Its  purpose  and  scope  include  not  only  the  dissemi 
nation  of  scientific  information  but  also  communication  of  FMA 
activities  and  reportage  of  other  subject  matter  relevant  to  the 
practice  of  medicine  Hence,  the  editors  encourage  submission 
of  scientific  papers  (investigative  studies,  reviews,  new  technol 
ogy.  case  reports),  discussions  of  medical  history  and  ethics, 
and  articles  dealing  with  socioeconomic,  governmental,  and 
legal  issues  as  related  to  medicine 

Manuscripts  should  be  submitted  to  Daniel  B Nunn.  M.D  . 
Editor  of  The  Journal.  Florida  Medical  Association,  Post  Office 
Box  2411.  Jacksonville.  Florida  32203,  in  original  and  three 
duplicate  copies  Copies  should  be  typewritten  and  double 
spaced 

Author  Responsibility.  The  author  is  responsible  (or  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor  Manuscripts  are  received  with  the  understanding 
that  they  are  not  simultaneously  under  consideration  by  any 
other  publication  Rejected  manuscripts  are  returned  to  the 
author  Accepted  manuscripts  become  the  property  of  The 
Journal  and  may  not  be  published  elsewhere  without  permis 
sion  from  the  author  and  The  Journal 

Each  of  the  following  should  begin  on  a new  page  abstract, 
first  page  of  text,  legends  for  illustrations,  tables  and  acknow 
ledgements  Each  page  should  include  a running  head  and 
surname  of  senior  author 

Abstract.  All  scientific  manuscripts  should  include  a 150 
word,  maximum  length,  abstract  which  is  a factual  (not  descrip 
tive)  summary  of  the  work  This  replaces  the  summary  and  pre 
cedes  the  article 

Title  should  be  short,  specific,  clear  and  amenable  to 
indexing 

List  affiliations  for  each  author  If  author’s  present  affilia 
lion  is  different  from  affiliation  under  which  the  work  is  done, 
both  should  be  given 


References.  The  following  minimum  data  should  be  given 
names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicu s.  volume  num 
ber,  page  numbers  and  year  of  publication  All  references  must 
be  cited  in  the  text  and  should  be  arranged  according  to  order 
of  citation  and  numbered  consecutively  If  references  are  too 
numerous,  the  editors  reserve  the  right  to  eliminate  with  nota 
tion  "References  are  available  from  the  author(s)  upon  request” 
All  accepted  manuscripts  are  subject  to  copy  editing 
Authors  receive  a galley  proof  for  approval  before  publication 
No  changes  are  accepted  after  galley  is  returned  Forms  for 
ordering  reprints  are  included  with  the  galley  proofs 

Illustrations.  Illustrations  are  all  material  which  cannot  be 
set  in  type  such  as  photographs,  line  drawings,  graphs,  charts 
and  tracings  The  entire  cost  of  reproducing  color  illustrations  is 
the  responsibility  of  the  author(s)  Omit  all  illustrations  which 
fail  to  increase  the  understanding  of  the  text  Drawings  and 
graphs  should  be  done  with  India  ink  on  white  paper  Select 
overall  proportions  appropriate  for  material  presented  and  suf 
ficient  for  reduction,  if  necessary  Each  illustration  should  be 
numbered  and  cited  in  the  text  Legends  shouid  be  typed  and 
double  spaced  on  a separate  sheet  of  paper  The  following 
information  should  be  typed  on  an  adhesive  strip  and  affixed  to 
the  back  of  illustration  figure  number,  title  of  manuscript,  name 
of  author  and  arrow  indicating  top  Tables  should  be  self 
explanatory  and  should  supplant,  not  duplicate,  the  text 
Number  tables  consecutively,  beginning  with  1 Each  table  must 
have  a title 

Permission  letters  must  accompany  patient  photos 
whenever  there  is  a possibility  of  identification  Prepare  in 
accordance  with  state  laws  and  specify  authority  to  publish 
Letters  submitted  for  publication  should  be  designated 
‘For  Publication” 

When  received,  the  senior  author  will  be  sent  an  acknow 
ledgement  of  receipt  and  a copyright  agreement  which  must  be 
signed  by  all  collaborators  Should  the  article  fail  to  be  accepted 
for  publication,  the  agreement  will  be  returned. 
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PLASMA  LORAZEPAM 
CONCENTRATION  (ng/ml) 


Among  leading  benzodiazepines, 
only  Ativan  has  proof... 
pharmacokinetics  not  significantly 
altered  by  age.1 


Representative  charts  of  comparison  testing 


Lorazepam  is  nearly  1 00  percent  bioavailable 
by  the  intramuscular  and  oral  routes, 
as  compared  to  the  intravenous  Therefore, 
data  for  clearance  of  intravenous 
lorazepam  are  equally 
applicable  to  oral 
lorazepam. 


• Clearance  not  significantly  delayed  by  age, 
liver  or  kidney  dysfunction 

• Cumulative  sedative  effects  seldom  a problem 

• Available  in  0.5-mg  tablets  to  facilitate  the 
recommended  geriatric  starting  dosage 


1 . Greenblatt  DJ:  Clinical  study,  pharmacokinetics  and  bioavailability  in  the 
elderly,  Ativan®  (lorazepam).  Data  on  file,  Wyeth  Laboratories. 

‘Fourteen  subjects,  aged  60  to  84  years,  participated  in  the  study.  Twelve 
subjects,  aged  19  to  32  years,  served  as  "young controls."  Subject  dosage  was 
adjusted  for  body  weight  and  ranged  from  1 . 5 mg  to  3 0 mg  of  lorazepam . 
Within  the  study,  lorazepam  clearance  was  monitored  following  IV,  IM  and 
oral  administration  in  the  elderly  group  and  following  IV  administration  in  the 
control  group.  The  effect  of  aging  on  total  clearance  of  lorazepam  was 
relatively  small  and  not  statistically  significant.  Half-life  values  following  the 
three  different  routes  of  administration  were  essentially  identical . 


Wyeth 

L AA 

TM 


Laboratories 

Philadelphia.  PA  19101 


© 1985,  Wyeth  Laboratories, 


Only 

Ativan 

(lorazepam)^ 

See  important  information  on  following  page. 


Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e . more  than  4 months,  has  not 
.11  been  assessed  by  systematic  clinical  studies.  Reassess  periodically 

usefulness  of  the  drug  for  the  individual  patient 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions. tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy. 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits  Occa- 
sional anomalies  (reduction  of  tarsals.  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
Skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk. 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%)  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.R  Usefulness  of  dialysis  has  not  been  determined. 


c Ativan 

tOT^ofQzepQm) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  hs. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 


UNIVERSITY  OF  MIAMI 
SCHOOL  OF  MEDICINE 


MASTER  APPROACH  TO 
CARDIOVASCULAR  PROBLEMS 

Thirteenth  Annual  Conference 


The  Contemporary  Hotel 
Walt  Disney  World 
Epcot  Center 
Orlando,  Florida 

May,  25,  26  & 27,  1985 

MEMORIAL  DAY  WEEKEND 

GUEST  SPEAKERS; 

Robert  A.  O’Rourke,  M.D. 

Clinical  Diagnoses 

Mark  E.  Josephson,  M.D. 

Experience  with  2000  Ventricular  Tachycardias 

Shahbudin  H.  Rahimtoola,  M.D. 

Mechanics-Based  Treatment 

UNIVERSITY  OF  MIAMI  FACULTY: 

Agustin  Castellanos,  M.D. 
Bernard  J.  Fogel,  M.D. 

Robert  J.  Myerburg,  M.D. 

J.  Maxwell  McKenzie,  M.D. 

For  more  information  please  call  (305)  549-7124  or 
complete  coupon  and  mail  to:  Y.  Barcena,  Cardiology 
(D-39),  University  of  Miami  School  of  Medicine,  P.O.  Box 
016960,  Miami,  Florida  33101. 


Please  send  me  more  information  regarding 
"MASTER  APPROACH  TO  CV  PROBLEMS” 

Name  

Phone  ( ) 

Address  


PRESIDENT’S  PACE 


The  graying  of  America 


This  Special  Issue  of 
The  Journal,  which  is 
being  published  under  the 
sponsorship  of  the  Auxil- 
iary to  the  Florida  Medical 
Association,  is  both  time- 
ly and  important,  and  rep- 
resents a major  contribu- 
tion to  the  continuing 
education  of  the  members 
of  FMA.  The  practice  of 
geriatric  medicine  is  dif- 
ferent in  many  ways  from 
that  of  medicine  provided 
to  younger  age  groups. 

The  demographics  of  our  Florida  population 
bring  us  face  to  face  with  the  fact  that  between  now 
and  the  year  2000,  only  15  years  from  now,  the 
population  of  Florida  is  expected  to  grow  by  63%.  In 
actual  numbers,  this  means  that  the  population  in 
Florida  by  the  year  2000  will  have  increased  from  the 
current  10,680,000  to  17,438,000. 

Presently,  eighteen  percent  of  our  population  is 
over  the  age  of  65.  By  the  year  2000,  this  will  have 
increased  to  at  least  20%.  Therefore,  in  fifteen  years 
Florida  will  have  3,480,000  people  over  the  age  of 
65.  People  over  the  age  of  65  consume  three  and  a 
half  times  as  many  health  services  as  those  in  younger 
age  groups.  Days  of  hospitalization  for  people  over 
65  are  four  times  that  of  younger  people,  and  physi- 
cians' services  are  used  three  times  more  frequently. 
The  elderly  purchase  three  times  as  many  drugs  as 
younger  people. 

Life  expectancy  of  the  elderly  continues  to  in- 
crease and  death  rates  are  declining.  By  the  year 
2000,  45%  of  the  people  over  age  65  will  be,  in  fact, 
over  75.  Decreasing  death  rates  among  the  elderly 


are  related  to  a dramatic  decline  in  death  rates  from 
heart  disease  and  stroke.  Cancer  is  the  only  major 
cause  of  death  that  is  increasing. 

As  life  expectancy  at  birth  increases,  and  death 
rates  among  the  elderly  continue  to  decline,  it  will 
not  be  unusual  to  see  people  over  the  age  of  100. 

As  the  age  of  the  population  increases,  the  de- 
mand for  health  services  increases.  Patients  over  the 
age  of  85  utilize  health  services  eight  times  more  fre- 
quently than  those  under  age  65. 

With  this  aging  population  and  its  requirements 
for  increased  health  services,  what  will  be  the  impact 
upon  hospitals  and  physicians?  It  is  anticipated  that 
there  will  be  an  almost  30%  increase  in  the  need  for 
hospital  beds.  A recent  report  from  the  Post  Secon- 
dary Education  Planning  Commission  on  Medical 
Education  in  Florida  states  that  Florida  now  has  ap- 
proximately 20,000  physicians  in  active  practice. 
Projections  for  the  need  in  the  year  2000  would  be  in 
the  vicinity  of  29,000  physicians.  Medical  schools  in 
Florida  are  currently  graduating  343  physicians  an- 
nually. Fourteen  hundred  physicians,  however,  are 
being  licensed  each  year.  Thus,  we  have  .an  in-mi- 
gration of  substantial  numbers  of  physicians.  It 
would  appear,  therefore,  that  we  will  have  enough 
physicians  in  the  year  2000  to  meet  the  needs  of  our 
people. 

The  increasing  attention  to  the  need  for  nursing 
home  beds  suggests  that  a large  number  of  additional 
nursing  home  beds  will  be  required,  and  much  more 
extensive  home  health  care  programs  will  be  re- 
quired. One  very  significant  statistic  about  the 
elderly  population  suggests  that  at  age  85  elderly 
women  far  outnumber  elderly  men.  At  this  age, 
there  will  be  42  men  for  every  100  women. 

How  do  the  Florida  statistics  compare  with 
those  nationally?  The  people  over  age  65  now  com- 
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prise  approximately  1 1 % of  the  population  nation- 
ally. By  the  year  2000,  this  is  expected  to  increase  to 
16%. 

By  the  year  2000,  there  will  be  one  elderly  person 
on  Social  Security  and  Medicare  for  every  three 
workers.  Twenty-five  years  later,  because  of  the  de- 
creasing birth  rate  and  decreasing  death  rate  of  the 
elderly,  this  number  will  have  dropped  to  one  retiree 
for  every  two  workers.  The  implications  of  these 
changes  in  the  demographics  of  our  society  for  Medi- 
care, Social  Security,  and  our  health  care  delivery 
system  are  enormous.  Because  of  concerns  relative 
to  aging,  a Governor's  Committee  on  Aging  was 
formed  in  early  1984  to  examine  the  "state  of  aging" 
in  Florida.  This  committee  submitted  a report  in 
January  1985  which  highlights  the  demographics  of 
aging  but  does  not  address  in-depth  the  special  pro- 
blems of  aging  or  solutions  for  dealing  with  these 
problems. 

Much  more  extensive  studies  will  be  required, 
and  these  should  be  undertaken  immediately.  Some 
of  the  questions  that  must  be  answered  include  the 
following: 


How  can  society  fund  the  needed  health  care  for 
the  elderly? 

How  can  stay-well  programs  for  the  elderly  be 
developed? 

How  can  we  deal  with  the  ethical  problems 
related  to  terminal  illness? 

How  should  we  use  medical  technology  that 
might  not  be  lifesaving  but  will  improve,  at  least  for 
a time,  the  quality  of  life? 

How  will  we  deal  with  mental  and  psychiatric 
problems,  such  as  Alzheimer's  disease,  which  occur 
with  increasing  frequency  as  people  age? 

What  special  skills  must  physicians  acquire  so 
that  they  can  practice  geriatric  medicine  effectively? 

The  answers  to  these  and  many  other  questions 
related  to  health  care  for  the  elderly  must  be  found 
soon. 
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What  Every  Successful 
Doctor  Should  Know  About 
Cellular  Car  Phones. 


BellSouth  Mobility. 

We've  put  more  phones  in  more  cars 
than  any  other  cellular  company 
in  the  Southeast.  Call  us  at  1-800-351-3355. 


BellSouth  Mobility 

All  You  Need  To  Know  About  Mobile  Communications  : 
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8.  Finally,  older  patients  can  also  teach  us  as 
physicians  about  the  health  care  experience  of 
an  older  person,  thus  supplementing  our 
formal  and  scientific  understanding  of  the 
aging  process. 

These  basic  principles  of  working  with  the  el- 
derly, coupled  with  new  scientific  advances  in  under- 
standing aging,  will  make  health  care  of  the  elderly 
the  new  frontier  in  medicine.  The  benefits  of  in- 
vesting energy  and  effort  in  advancing  the  level  of 


health  care  of  the  elderly  are  not  inconsiderable.  Not 
only  will  our  aging  patients  benefit,  but  we  ourselves 
may  well  be  the  beneficiaries  of  these  advances,-  for 
we  are  all,  after  all,  aging. 


Eric  Pfeiffer,  M.D. 
Tampa 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston's  Medical  Center 


area  is  still  offering  the 
best  value  at  $60. 

( one  or  two  persons ) 


HOUSTON’S 

SHMmCKHILIOM 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

©Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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naoWiM  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR.  1PDI 


Android  5 10 

Methyltestosterone  U.S.P  Tablets 


Android*/ 

Fluoxymesterone  U.S.R  Tablets,  10 


mg. 


A great  way  of  life 


READY  FOR  A CHANGE  OF  PACE? 

The  Air  Force  has  openings  for  physician 
specialists.  You  can  enjoy  regular  working 
hours,  30  days  of  vacation  with  pay  each  year, 
worldwide  travel  opportunities  and  a unique  and 
enjoyable  lifestyle  for  you  and  your  family,  while 
serving  your  country.  Ask  a health  professions 
recruiter  about  our  outstanding  pay  and  benefits 
package.  Contact: 


SMSgt.  Jim  Dotson 
464  S.  Orange  Blsm. 
Room  408 

Orlando,  Florida  32809 
(305)420-6068 
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program  complete  for  Search  for  Medical  Director  Ends; 
Annual  Meeting  Section  Dr.  Roger  A.  Goetz  IS  Appointed 


Roger  A.  Goetz,  M.D.,  an  anesthesiologist  with  extensive  experience  in  the  treat- 
ment and  management  of  addictive  diseases,  has  become  the  first  full-time  medical 
director  of  the  FMA-FMF  Impaired  Physicians  Program. 

Dr.  Goetz  and  the  IPP  agreed  to  terms  of  a three-year  contract  on  February  7, 
ending  a medical  director  search  that  had  lasted  for  more  than  a year,  according  to 
Guy  T.  Selander,  M.D.,  Chairman  of  the  Committee  on  Impaired  Physicians. 


The  program  is  complete  for  the  5th 
Annual  Section  on  Chemical  Depend- 
ency, to  be  presented  on  Thursday,  May 
2,  during  the  FMA  Annual  Meeting  at 
the  Diplomat  in  Hollywood. 

Four  physicians  and  an  attorney  will 
participate  in  a panel  on  “Medico-Legal 
Implications  of  Physician  Substance 
Abuse.”  Moderator  will  be  E.  Joan 
Barice,  M.D.,  of  Palm  Beach  Gardens, 
President  of  the  Florida  Chapter  of  the 
American  Medical  Society  on  Alcohol- 
sm. 

Physician  panelists  will  include:  Roger 
A.  Goetz,  M.D.,  of  Fernandina  Beach, 
tewly-appointed  Medical  Director  of  the 
IPP;  Dolores  A.  Morgan,  M.D.,  of 
Vliami;  and  Richard  J.  Feinstein,  M.D., 
)f  Miami,  Immediate  Past  President  of 
he  Florida  Board  of  Medical  Examiners, 
rhey  will  be  joined  by  Deborah  J.  Miller, 
f.D.,  of  Miami,  former  Assistant  General 

(Continues  on  Next  Page) 


Macdonald  Renamed 
ADAMHA  Director 

The  Reagan  Administration  has  re- 
submitted to  the  Senate  the  nomination 
of  Donald  I.  Macdonald,  M.D.,  of 
Clearwater  as  administrator  of  the 
Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  (ADAMHA). 

Dr.  Mcdonald,  former  Chairman  of 
the  FMA  Committee  on  Substance  Abuse 
and  a pediatrician,  has  held  the  federal 
post  since  last  summer.  The  nomination 
will  be  taken  up  by  the  Senate  Labor  and 
Human  Resources  Committee,  chaired 
by  Sen.  Orin  Hatch  (R-Utah).  A hearing 
is  not  necessary  for  Senate  confirmation. 


Dr.  Goetz,  50,  comes  to  Florida  from 
Columbia,  SC,  where  he  was  corporate 
director  of  medical  affairs  for  a large 
company.  While  in  South  Carolina,  Dr. 
Goetz  was  Chairman  of  the  Treatment 
Management  Team  and  a member  of  the 
Impaired  Physicians  Committee  of  the 
Medical  Society  of  South  Carolina.  He 
has  been  active  in  intervention,  detoxifi- 
cation and  treatment  of  impaired  physi- 
cians for  the  past  five  years. 

A native  of  Milwaukee,  Wise.,  Dr. 
Goetz  received  his  medical  degree  from 
Marquette  University  School  of  Medicine. 
He  is  certified  by  the  American  Board  of 
Anesthesiology  and  is  a member  of  many 
medical  organizations,  including  the 
American  Academy  of  Addictionology, 
of  which  he  is  a director.  He  has  held 
teaching  appointments  at  Marquette  and 
the  University  of  Illinois  School  of 
Medicine. 

“We  are  most  fortunate  in  being  able 
to  attract  a professional  of  Dr.  Goetz’s 
caliber  and  background,”  Dr.  Selander 
commented.  “We  are  very  grateful  to 
Dr.  Dolores  Morgan  for  agreeing  to  take 
on  this  job  in  addition  to  all  her  other 
jobs  back  in  1980.  Without  her,  we  would 
be  miles  short  of  where  we  are  today.” 

Dr.  Morgan,  a Miami  addictionolo- 
gist  who  served  as  part-time  medical 
director  of  the  IPP  since  the  beginning, 
did  not  apply  for  the  full-time  appoint- 
ment. 

With  the  appointment  of  Dr.  Goetz, 
FMA  becomes  the  second  state  medical 
association  to  retain  a full-time  medical 
director  for  its  impaired  physicians  pro- 
gram. New  Jersey  was  first  in  1982. 

(Continues  on  Next  Page) 


Guy  T.  Selander,  M.D.  (left),  Chairman  of  the  Committee  on  Impaired  Physicians, 
congratulates  Roger  A.  Goetz,  M.D.,  on  his  appointment  as  the  IPP’s  first  full-time 
Medical  Director.  For  the  time  being.  Dr.  and  Mrs.  Goetz  will  reside  at  Fernandina 
Beach,  and  he  will  work  out  of  Jacksonville. 


Board  of  Medical  Examiners  Has 
Its  Own  IP  Telephone  'Hot  Line' 


Search  (Con’t) 

Commenting  on  his  new  position, 
Dr.  Goetz  said: 

“I  am  extremely  enthusiastic  about 
continuing  my  involvement  in  the  addic- 
tion field  in  this  particular  state  and  in 
this  particular  program.  Dr.  Selander 
and  Dr.  Morgan  have  been  involved  with 
the  program  only  part-time,  but  they 
have  done  wonders.  I hope  to  build  on 
the  firm  foundation  that  they  have  laid 
down.” 

Dr.  Selander  said  Dr.  Goetz  will  be 
working  to  refine  and  expand  the  IPP, 
which  has  admitted,  treated  and  in  most 
cases  rehabilitated  about  200  alcoholic 
and  drug-addicted  physicians,  osteo- 
paths, dentists,  pharmacists,  veterinar- 
ians and  others.  Duties  also  will  include 
working  with  the  Florida  Board  of  Med- 
ical Examiners,  other  professional 
groups  and  local  impaired  physicians 
committees.  He  will  form  intervention 
teams,  develop  educational  programs 
and  standards  for  treatment  facility 
accreditation,  and  supervise  after-care 
and  follow-up. 

Dr.  Goetz  will  maintain  his  office  in 
Jacksonville.  He  and  his  wife,  Mrs.  Kay 
Orr-Goetz,  will  reside  temporarily  at 
Fernandina  Beach. 


Program  (Con’t) 

Counsel  of  the  Department  of  Profes- 
sional Regulation  and  now  a private 
attorney  specializing  in  professional 
licensure  disciplinary  matters. 

Charles  V.  Wetli,  M.D.,  Deputy 
Chief  Medical  Examiner  of  Dade  County, 
will  present  a paper  on  “Update  Cocaine: 
A Continuing  Craze  of  the  ’80’s.” 

The  program  will  begin  at  1:00  p.m. 
and  adjourn  at  4:00  p.m.  It  has  been 
approved  for  three  hours  of  AMA  Cate- 
gory I and  AAFP  Prescribed  CME  credit. 

Arvey  I.  Rogers,  M.D.,  of  Miami, 
and  Dr.  Barice  are  in  charge  of  the 
program. 


CMA  Develops  Guides 
for  Hospital  Monitoring 

The  California  Medical  Association 
has  developed  guidelines  for  monitoring 
recovering  physicians  in  the  hospital 
medical  staff  setting.  Information  may 
be  obtained  by  contacting  Ms.  Gail  Jara, 
California  Medical  Association,  44 
Gough  Street,  San  Francisco,  CA  94103, 
(415)  863-5522. 


The  Florida  Board  of  Medical  Exam- 
iners has  been  distributing  posters  and 
pamphlets  suggesting  that  impaired 
physicians  can  be  referred  for  treatment 
by  calling  a Miami  area  telephone 
number. 

According  to  the  publications,  “A 
call  to  the  number  listed  below  will  reach 
a physician/consultant  for  the  Florida 
Board  of  Medical  Examiners  who  will 
refer  the  impaired  physician  to  an  ap- 
propriate, approved  treatment  program. 
The  public  will  be  protected,  confiden- 
tiality maintained  and  the  ill  physician 
will  receive  needed  treatment.” 

The  number  given  is  (305)  325-9175. 

This  is  not  the  FMA-FMF  Impaired 


Office  Address  and 
Telephone  Number 
For  Medical  Director 

As  this  issue  of  the  IP  Newsletter 
went  to  press,  IP  Medical  Director 
Roger  A.  Goetz,  M.D.,  established 
his  office  at: 

Suite  621 

Broadview  Executive  Center 

1000  Riverside  Avenue 

Jacksonville,  FL  32204 


The  office  telephone  number  is 
(904)  354-3397,  and  that  number 
should  be  used  to  communicate  with 
Dr.  Goetz  and  to  report  impaired 
physicians.  After  office  hours  calls 
will  be  automatically  call-forwarded 
to  his  residence. 


Mail  should  be  addressed  to: 
Roger  A.  Goetz,  M.D., 

Medical  Director 
FMA-FMF  Impaired  Physicians 
Program 
P.  O.  Box  2411 
Jacksonville,  FL  32203 


Physicians  Program  hot  line  number. 
The  number  for  the  FMA-FMF  program 
is  (305)  531-2185. 

The  FMA-FMF  number  rings  intc 
the  office  of  Dolores  A.  Morgan,  M.D., 
at  Mt.  Sinai  Medical  Center  at  Miami 
Beach.  Dr.  Morgan  is  the  former  Medical 
Director  of  the  IPP.  The  hot  line  will  be 
relocated  when  the  new  Medical  Director, 
Roger  A.  Goetz,  M.D.,  moves  into 
permanent  offices. 

Although  the  public  and  private 
sectors  at  the  present  time  have  separate  i 
“hot  lines,”  the  FMA-FMF  Impaired 
Physicians  Program  continues  to  co- 
operate fully  with  the  Board  of  Medical 
Examiners. 


Dr.  Goetz  to  Address 
State  Bar  Convention 

Roger  A.  Goetz,  M.D.,  IPP  Medical 
Director,  will  discuss  professional  im- 
pairment in  an  address  to  the  Florida  Bar 
at  its  Annual  Meeting  in  Boca  Raton  on 
June  27. 

Dr.  Goetz  has  been  having  discussions 
with  Attorney  Charles  Hagan,  Substance 
Abuse  Coordinator  of  the  Florida  Bar. 
“We  are  going  to  try  to  help  the  Bar  by 
providing  back-up  and  support  systems,” 
Dr.  Goetz  said. 


Marion  Co.  Physicians 
Hear  IP  Presentation 

Guy  T.  Selander,  M.D.,  Chairman 
of  the  IP  Committee,  addressed  the 
Executive  Committee  and  Committee  on 
Impaired  Physicians  of  the  Marion 
County  Medical  Society  in  Ocala  on 
January  22. 


Bowling  Green  Inn  gets 
IP  Committee  Approval 

Bowling  Green  Inn  of  Bowling 
Green,  Fla.,  has  been  approved  as  a 
treatment  facility  to  admit  patients  in 
the  FMA-FMF  Impaired  Physicians 
Program.  The  period  of  approval  is  two 
years,  ending  January  31,  1987. 

Other  approved  programs  in  Florida 
include:  South  Miami  Hospital,  Miami; 
Mt.  Sinai  Medical  Center,  Miami  Beach; 
Lakeland  Regional  Medical  Center; 
Palm  Beach  Institute,  West  Palm  Beach; 
and  Horizon  Hospital,  Clearwater. 


When  does 
two  equal  four? 


When  you  prescribe 

VELOSEF  Capsules 

(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections ...  in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis.. . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Draining.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes . . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5)  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  “COMPUTERS  IN 
HEALTH  CARE  DRAWING,”  RO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125’  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae; Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g,,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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VELOSEF"  Capsules  (Cephradine  Capsules  USP) 
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□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 
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□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 
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Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethmdrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information.  A Brief  Summary  follows. 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  Iherapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years,  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  Ihe 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  lo 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rale  and  patient  acceptance 
CONTRAINDICATIONS 

1.  Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspecled  carcinoma  of  the  breast 

5.  Known  or  suspected  estrogen-dependent  neoplasia 

6  Undiagnosed  abnormal  genital  bleeding 

7.  Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 

1.  Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4.0  to  9.5  times  greater. 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  Ihe  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  in  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  Ihe  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  r sk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use.  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  mamtestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2.  Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions. 

3  Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 
In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives. 

Studies  found  no  evidence  of  increase  in  breast  cancer  In  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported. 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy.  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4.  Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy;  Birth  Defects  in  Offspring , and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  lypes  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives. 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  Ihe  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  Ihe  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed. 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 
6.  Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed. 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  Increases  with  longer  exposure  Age 
is  also  strongly  correlated  wilh  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives. 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Eclopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraclion  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretrealment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice.  If  jaundice  develops,  the  medication  should  be  discontinued. 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency, 

8 Serum  folate  levels  may  be  depressed. 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted. 

10.  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected- 
fa)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII. 

VIII.  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gabilily.  (c)  Increased  Ihyroid-bindmg  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone,  (d)  Decreased  pregnanediol  excretion,  (e)  Reduced  response  lo  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis;  pulmonary  embolism;  coronary  thrombosis,  cerebral 
thrombosis;  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  allhough  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  flow 
dysmenorrhea,  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  Ireatment;  edema,  chloasma  or  melasma:  breast  changes:  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum;  cholestatic  jaundice;  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  Ihe  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome:  cataracts;  changes  in  libido;  chorea, 
changes  in  appetite;  cystitis-like  syndrome;  headache;  nervousness;  dizziness;  hirsutisrri; 
loss  of  scalp  hair;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption,  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day.  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [21]  1/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacls  and  packages  of  five  refills 

Norlestrin  [Sj  2 5/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet 
contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [EU  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  (FE]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets.  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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Auxiliary  Special  Issue  on  Aging 


The  Auxiliary  and  the 
FMA  are  producing  this 
Special  Auxiliary  Issue  of 
The  Journal.  This  is  the 
fourth  of  such  issues 
which  began  with 
highlights  of  Auxiliary  ac- 
tivities in  1982,  while 

1983  carried  the  theme  of 
Learning  Disabilities,  and 

1984  featured  Substance 
Abuse.  The  theme  for  this 
year's  issue  is  The  Aging  Process  with  an  emphasis 
on  the  Positive  Aspects  of  Aging,  a topic  in  which 
both  organizations  have  a vital  interest. 

Aging  is  of  fundamental  concern  to  physicians 
in  the  state  of  Florida  because  Florida  has  a greater 
number  of  persons  over  age  60  than  any  other  state 
in  the  nation.  Adele  Graham,  wife  of  Governor  Bob 
Graham,  and  Virginia  Essex  both  point  this  out  in 
their  articles.  Also,  the  percent  of  the  population 
over  60  is  greater  here  than  elsewhere.  This  segment 
of  the  population  brings  many  benefits  and  contri- 
butions to  the  state  as  well  as  many  problems. 
These  people  represent  a vast  reservoir  of  know- 
ledge, talent  and  experience.  (See  Harold  Sheppard's 
article,  "Population  Aging  as  Progress,  Not  a 
Burden").  Since  the  population  in  the  nation  as  a 
whole  is  growing  older,  Florida  currently  has  both 
problems  and  benefits  which  other  states  will  have 
in  the  future.  This  gives  us  an  opportunity  to  develop 
innovative  programs  and  to  be  leaders  and  trend- 
setters. 

Physicians,  hopefully,  will  be  at  the  forefront  of 
this  movement.  Because  of  their  numerous  contacts 
with  the  elderly  and  their  families,  physicians  have 
many  opportunities  to  help  change  public  opinion  on 
the  subject  of  aging  and  to  help  change  patients' 
ideas  and  attitudes  toward  themselves  as  they  age. 

Many  of  the  myths  about  the  elderly  which 
abound  in  our  society  are  inaccurate  and  damaging. 
These  myths  are  mentioned  by  Doctors  Scheinberg, 


Cohen  and  Eisdorfer  in  their  article  appearing  in 
Worth  Repeating  "Employing  the  Older  Worker." 
The  myths  are  damaging  not  only  because  they  are 
so  readily  accepted  by  our  youth-oriented  society 
but,  as  the  authors  point  out,  because  the  elderly 
begin  to  believe  them  about  themselves! 

In  addition  to  the  strictly  scientific  articles  on 
the  aging  process,  we  have  included  articles  on  per- 
ceptive and  thoughtful  programs  dealing  with  the 
elderly  which  we  hope  physicians  will  find  useful. 
Carolee  DeVito  tells  of  a hospital-centered  long-term 
care  program  in  Miami  Beach.  Clayton  Hansen  out- 
lines a program  of  health  education  for  seniors.  Dr. 
George  Caranasos  gives  excellent  guidelines  for  de- 
veloping a course  for  "caregivers"  of  the  demented 
elderly,  a much  needed  program. 

We  felt  doctors  might  appreciate  knowing  about 
the  opportunities  for  healthy  mental  activities  for 
senior  citizens,  such  as  attending  state  institutions 
of  higher  learning  with  tuition  waived,  and  traveling 
via  Elderhostel  which  are  detailed  in  the  article  by 
Virginia  Elgin.  The  benefits  offered  by  volunteering 
in  the  community,  for  and  by  the  aging,  are  pointed 
out  by  Virginia  Essex.  Anne  Swing  mentions  the  im- 
portance of  explaining  medications  carefully  to  aging 
patients  and  points  out  how  the  Medi-File  card, 
printed  by  the  FMA  and  FMA-A,  can  help. 

It  has  been  a pleasure  to  work  with  the  authors, 
the  cover  artist,  and  The  Journal  staff.  I have  learned 
a great  deal  myself,  as  one  always  does  when  one 
takes  on  a volunteer  job.  We  hope  the  physicians  of 
Florida  will  find  this  Special  Issue  on  Aging  helpful  to 
them  as  they  deal  with  the  geometrically  increasing 
numbers  of  "old  folks"  in  Florida. 


Mrs.  L.G.  (Mae)  White 
Guest  Editor 
Fort  Lauderdale 
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Remarks  from  Mrs.  Adele  Graham 


This  is  an  exciting 
period  to  be  involved  in 
advocacy  work  for  older 
people.  Because  Florida 
has  more  citizens  over  60 
than  any  other  state,  we 
are  dealing  with  aging 
issues  now  that  other 
states  will  not  have  to 
address  for  years  to  come. 

This  means  the  nation  is 
watching  how  we  deal 
with  the  problems  and 
take  advantage  of  the  op- 
portunities brought  to  us  by  our  older  population. 

I am  proud  of  the  example  Florida  is  setting.  We 
are  developing  sensitive,  responsible  policies  and 
building  innovative  effective  programs.  We  recognize 
our  older  population  as  a wealth  of  knowledge  and 
talent  and  energy  that  gives  back  more  than  it  takes 
from  the  state.  We  are  utilizing  the  combined  strength 
of  both  public  and  private  sectors  as  well  as  non- 
profit organizations  such  as  the  Florida  Medical  Asso- 
ciation Auxiliary  to  support  our  aging  programs  and 
to  keep  our  momentum  going. 

Momentum  is  important.  We  are  doing  a lot  for 
Florida's  older  citizens  out  there  is  much  more  to  be 
done.  We  must  continue  to  search  for  solutions  and 
plan  to  for  the  future.  That  is  why  my  husband,  Bob, 
assembled  the  Florida  Committee  on  Aging  last 
June.  Fie  charged  this  20-member  group,  chaired  by 
former  Senate  President  Phil  Lewis,  to  draw  up  a 
blueprint  for  developing  services  and  strategies  on 
aging  issues  that  our  state  can  follow  now  and  in  the 
years  to  come.  The  committee  submitted  its  report 
in  January.  The  report  provides  guidelines  that  not 
only  will  lead  Florida  in  the  right  direction  but  will 
point  the  way  for  other  states  when  the  time  comes 
for  them  to  deal  with  aging  issues. 
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To  me,  this  report  reinforces  for  fact  that  Florida 
is  committed  to  doing  its  utmost  for  our  older  people. 
I have  seen  this  same  commitment  in  the  programs 
developed  and  carried  out  by  the  state's  Aging  and 
Adult  Services  Program  Office. 

One  program  in  which  I am  personally  involved 
is  Community  Care  for  the  Elderly.  It  provides  im- 
portant meal,  health  and  homemaker  services  to 
over  25,000  frail  elderly.  In  my  travels  around  the 
state,  people  tell  me  over  and  over  that  their  primary 
request  is  to  stay  in  their  homes.  The  Community 
Care  for  the  Elderly  Program  is  specifically  designed 
to  help  them  remain  in  their  homes,  with  family 
and  friends,  for  as  long  as  possible.  This  program  is 
so  important  to  so  many  elderly  people  but  because 
its  current  budget  is  inadequate  it  does  not  reach  as 
many  as  need  its  services.  As  an  advocate  who  is 
deeply  committed  to  community  care  for  the  elderly, 
I appreciate  the  support  of  the  Florida  Medical  Asso- 
ciation Auxiliary.  I urge  you  to  continue  so  that  we 
can  expand  our  services  and  help  more  older  people 
who  are  truly  in  need. 

Many  older  adults  are  partially  or  totally  de- 
pendent on  the  state  and  I am  proud  that  we  have 
programs  such  as  Community  Care  for  the  Elderly 
to  take  care  of  them;  however,  looking  at  just  this 
segmeiit  gives  a very  distorted  view.  While  many 
older  citizens  depend  upon  the  state  for  their  well- 
being, the  majority  are  in  good  health,  have  adequate 
incomes  and  live  independent,  self-sufficient  lives. 
These  people  are  one  of  our  greatest  resources.  They 
contribute  their  time  and  love  and  experience  to 
hundreds  of  programs  in  communities  all  over  the 
state. 

In  rural  north  Florida  a retired  football  coach 
from  Florida  A&M  University  conducts  physical 
fitness  classes  for  his  contemporaries.  In  another 
north  Florida  town,  an  elderly  woman  volunteers 
her  time  to  operate  a public  library.  Down  in  central 


Florida,  a group  of  retired  executives  and  business- 
men provide  free  consultation  and  technical  assis- 
tance to  members  of  their  community.  In  Sarasota, 
retired  physicians  and  medical  personnel  provide 
preventive  health  care,  health  screening  and  coun- 
seling to  indigent  people.  In  several  cities,  retired 
musicians  have  joined  together  to  entertain  nursing 
home  residents  and  retired  craftsmen  repair  the 
homes  of  elderly  citizens. 

Over  7,900  senior  citizens  are  volunteering  in 
our  public  schools.  A program  called  Senior  Mentors 
matches  an  older  person  who  has  demonstrated 
outstanding  achievement  with  a child  who  has  po- 
tential for  achievement  in  that  same  area.  Together 
the  old  and  the  young  explore  such  topics  as  medi- 
cine, astronomy,  art,  dance,  writing,  nature  study, 
music  and  mathematics.  This  wonderful  program 
was  started  by  the  Broward  County  Medical  Associ- 
ation Auxiliary. 


Several  other  programs  the  Florida  Medical 
Association  and  its  Auxiliary  are  involved  in  have 
also  touched  the  lives  of  older  Floridians.  The  Medi- 
File  card  has  made  it  easy  for  seniors  to  keep  up  with 
their  medications  and  for  physicians  to  know  what 
drugs  other  doctors  are  prescribing.  Your  "Health 
Notes  for  Older  Adults"  has  been  extremely  useful 
in  providing  updated  health  and  nutrition  informa- 
tion geared  specifically  to  older  adults. 

I am  proud  of  your  advocacy  for  older  people. 
Your  work  is  part  of  Florida's  history-making  journey 
that  will  lead  our  state  — and  the  rest  of  the  nation  — 
to  a more  enlightened  treatment  and  appreciation  of 
its  older  citizens. 


Mrs.  Adele  Graham 
First  Lady  of  Florida 
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Community  care  for  the  elderly 


Barbara  M.  Palmer,  M.A. 


ABSTRACT:  The  Community  Care  for  the  Elderly 
program  is  a service  program  authorized  by  Florida 
Statute  410.021-410.029  and  administered  by  the 
Department  of  Health  and  Rehabilitative  Services 
through  contracts  with  area  agencies  on  aging.  Area 
agencies  on  aging  contract  with  lead  agencies  to 
provide  services  to  eligible  functionally  impaired 
elderly  persons,  60  years  of  age  or  older,  living  in 
their  service  area.  All  of  Florida ’s  61  counties  have  a 
lead  agency  responsible  for  the  Community  Care  for 
the  Elderly  Core  Service  program.  The  budget  for 
this  fiscal  year  includes  $21.8  million  in  State  Funds 
matched  by  at  least  ten  percent  in  local  resources. 
Almost  24,000  frail  elderly  received  two  or  more  ser- 
vices from  this  program  last  fiscal  year  for  an  average 
cost  of  $868  per  client. 


The  Author 

BARBARA  M.  PALMER,  M.A. 

Mrs.  Palmer  is  a Senior  Human  Services  Program 
Specialist  for  the  Department  of  Health  and  Rehabi- 
litative Services,  Program  Office  of  Aging  and  Adult 
Services,  Tallahassee. 
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T 

JL  he  Community  Care  for  the  Elderly  program  is 
a service  program  for  functionally  impaired  elderly 
persons,  60  years  of  age  and  older,  administered  by 
contract  between  the  Department  of  Health  and 
Rehabilitative  Services  and  eleven  area  agencies  on 
aging. 

An  area  agency  is  the  agency  designated  by  the 
department  to  develop  and  administer  an  area  plan 
for  a comprehensive  and  coordinated  system  of  ser- 
vices for  older  persons  in  each  of  the  department's 
eleven  service  areas.  These  eleven  area  agencies  on 
aging  also  plan  and  fund  the  community  care  service 
system  for  their  area.  As  an  example  of  a service 
area,  District  4 serves  a seven  county  area  comprised 
of  Baker,  Clay,  Duval,  Flagler,  Nassau  and  Volusia 
counties. 

Each  area  agency  on  aging  contracts  with  local 
agencies,  public  or  private,  such  as  Councils  on 
Aging  or  county  governments  to  coordinate  services 
for  functionally  impaired  elderly  persons,  to  provide 
case  management,  to  provide  three  or  more  core 
services,  to  compile  community  care  statistics  and 
to  monitor  sub-contracted  services. 

To  use  District  4 again  as  example,  the  North- 
east Florida  Area  Agency  on  Aging  contracts  with 
the  Baker  County  Council  on  Aging  to  administer 
the  Community  Care  for  the  Elderly  Program  while 
in  Duval  County,  it  contracts  with  the  Visiting 
Nurses  Association. 

The  annual  contract  between  the  area  agency 
and  its  lead  agencies  sets  the  cap  for  expenditures, 
thus  Community  Care  for  the  Elderly  is  not  an  en- 
titlement program. 

Program  Objectives  • When  the  Community  Care 
for  the  Elderly  Act  was  passed  by  the  Florida  Legisla- 
ture and  signed  into  law  by  Governor  Bob  Graham 


in  1980,  the  objectives  of  this  landmark  legislation 
were  threefold  and  have  not  been  amended.  These 
three  objectives  are: 

1 . To  assist  functionally  impaired  elderly  per- 

sons in  living  dignified  and  reasonably  inde- 
pendent lives  in  their  own  homes  or  in  the 
homes  of  relatives  or  "caregivers"  through 
the  development,  expansion,  reorganization, 
and  coordination  of  various  community- 
based  services 

2 . To  establish  a continuum  of  care  so  that 

functionally  impaired  elderly  persons  age  60 
and  older  may  be  assured  the  least  restrictive 
environment  suitable  to  their  needs. 

3 . To  develop  innovative  approaches  to  pro- 

gram management,  staff  training,  and  service 
delivery  that  have  an  impact  on  cost-avoid- 
ance, cost-effectiveness,  and  program  effi- 
ciency. 

The  first  appropriation  was  for  a six  month  period, 
January  1 to  June  30,  1980.  Accompanying  the  ap- 
propriation were  instructions  for  the  Department  to 
implement  at  least  one  community  care  service 
system  in  each  of  the  eleven  districts.  With  this 
funding  44  counties  were  served  and  approximately 
6000  functionally  impaired  elderly  were  served.  The 
CCE  Act  also  defined  that  a functionally  impaired 
elderly  person  was  any  person,  60  years  of  age  or 
older,  with  physical  or  mental  limitations  which 
restrict  his  or  her  ability  to  perform  the  normal  ac- 
tivities of  daily  living  and  also  impede  his  or  her 
ability  to  live  independently  without  the  provision 
of  core  services.  Subsequent  appropriations  desig- 
nated the  use  of  the  funding  to  continue  expanding 
the  core  service  program  to  assure  that  all  counties 
had  lead  agencies  and  to  increase  the  number  of  indi- 
viduals served.  The  current  appropriation  designates 
the  use  of  the  increase  to  prevent  admission  to  nur- 
sing homes  for  those  who  are  otherwise  eligible  for 
nursing  home  care  through  Medicaid's  pre-admission 
screening  procedures.  The  priority  for  service  has 
and  continues  to  be  for  those  at  risk  of  institutional- 
ization. The  underlying  assumption  is  to  develop  a 
continuum  of  community  based  services  so  that 
there  is  an  alternative  to  institutional  care  and  that 
institutional  care  will  be  utilized  when  appropriate 
rather  than  as  "there  was  no  other  alternative." 

Program  description  • The  Community  Care  for  the 
Elderly  Program  is  being  developed  to  become  a ser- 
vice network  comprised  of  a variety  of  home  deliv- 
ered services  referred  to  as  "core  services"  for  func- 
tionally impaired  elderly  persons.  This  service 
network  provides  services  by  a variety  of  agencies 
but  services  are  coordinated  for  the  eligible  individual 
by  the  lead  agency  as  well  as  providing  three  or  more 
core  services.  While  all  lead  agencies  must  provide 
case  management,  the  choice  of  core  services  offered 


is  dependent  upon  the  characteristics  of  the  service 
network  of  the  county  or  area  served.  Funding  for 
core  services  has  also  limited  the  number  of  core  ser- 
vices funded.  For  purposes  of  the  Community  Care 
for  the  Elderly  Program,  core  services  were  listed  in 
the  authorizing  legislation  as  homemaker,  chore, 
respite  care,  adult  day  care,  medical  transportation, 
mini-day  care,  home  delivered  meals  and  health 
maintenance  services.  Services  which  are  included  in 
the  health  maintenance  services  are  medical  thera- 
peutic services,  personal  care,  home  health  aide, 
home  nursing  services  and  emergency  response  sys- 
tems. Until  1984,  when  the  appropriations  restric- 
tions were  omitted,  medical  therapeutic  and  home 
nursing  services  could  not  he  funded  with  CCE 
funds.  To  illustrate  the  core  service  coverage  in 
Florida,  all  lead  agencies  offer  homemaker  service  in 
addition  to  case  management,  55  offer  personal  care, 
46  offer  respite,  45  offer  medical  transportation,  33 
offer  home  delivered  meals,  36  offer  chore,  26  offer 
emergency  alert/response  service,  19  offer  adult  day 
care  and  the  remaining  services  are  offered  only  by  a 
few  lead  agencies.  As  can  be  seen  by  this  listing,  the 
services  most  frequently  provided  are  social  services 
which  need  trained  providers  under  professional 
supervision.  The  statute  instructs  lead  agencies  to 
utilize  other  funding  resources  prior  to  using  CCE 
funds.  There  is  broader  health  insurance  coverage  for 
medical  therapeutic  and  home  nursing  care  thus  the 
need  for  these  services  has  been  less.  Current  com- 
ments from  the  lead  agencies  indicate  that  the  hospi- 
tal discharge  referrals  to  their  projects  are  increasing 
but  their  client  quota  is  at  capacity.  Thus,  the  expec- 
tations may,  in  many  areas  of  Florida,  be  greater  than 
resources  available  for  this  program  for  acute  short- 
term care. 

When  someone  calls  a lead  agency  to  request  ser- 
vices, an  initial  interview  is  completed  to  screen,  as 
best  they  can,  whether  the  individual  needs  the  core 
service  program.  If,  in  the  judgment  of  the  inter- 
viewer they  do,  a home  visit  is  scheduled  to  conduct 
a formal  assessment  of  the  individual  situation  and 
thus  determine  eligibility  in  the  areas  of  age,  func- 
tional ability  and  risk  of  institutionalization  using 
an  assessment  form  required  by  the  Department.  If 
eligible,  and  resources  are  available,  a case  plan  is 
developed  with  the  individual  and  family,  if  any,  or 
friends  or  neighbors  who  may  be  providing  some 
support.  While  income  is  not  an  eligibility  require- 
ment, if  the  individual  has  resources  above  ex- 
penses, some  or  all  of  the  cost  of  services  is  assessed 
for  payment.  The  amount,  frequency  and  duration 
of  the  service  (or  services)  is  arranged,  referrals  to 
other  agencies  are  made,  and  monitoring  of  the 
service  initiation  is  conducted.  Approximately  45 
percent  of  CCE  clients  live  alone  with  little  or  no 
participation  in  outside  activities  or  contact  with 
relatives  or  friends.  Rural  and  urban  clients  differ 
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only  in  that  urban  clients  are  more  apt  to  live  alone 
and  have  fewer  contacts  with  friends  or  relatives. 
Nearly  two-thirds  of  those  receiving  one  or  more 
core  services  are  75  years  of  age  or  older,  22  percent 
are  85  years  of  age  or  older.  Approximately  one-third 
of  the  clients  leave  the  program  on  an  annual  basis. 
The  primary  reasons  for  attrition  are  due  to  death, 
improvement  in  functioning  or  nursing  home  place- 
ment for  these  individuals.  But  the  majority  of 
clients  are  long  term  or  remain  in  the  program  a year 
or  more. 

Developmental  issues  • The  Community  Care  for 
the  Elderly  Program  is  now  in  its  fifth  year  of  opera- 
tion. Resources  have  been  focused  to  implement  the 


program  in  each  district  and  then  in  each  county  to 
meet  a greater  number  of  functionally  impaired 
elderly  persons  need  for  community  based  or  in- 
home  services  in  a cost-effective  manner.  It  is  anti- 
cipated that  the  next  development  will  be  to  work 
towards  achieving  a more  complete  continuum  of 
care  available  throughout  Florida  as  resources  be- 
come available  for  Florida's  functionally  impaired 
elderly  citizens. 


• Ms.  Palmer,  Senior  Human  Services  Program 
Specialist,  HRS,  1317  Winewood  Boulevard, 
Tallahassee  32301. 
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Population  aging  as  progress, 

not  as  burden 


Harold  L.  Sheppard,  Ph.D. 


ABSTRACT:  The  aging  of  the  American  population— 
partially  as  a result  of  great  progress  in  extending  life 
expectancy— should  not  be  lopsidedly  seen  as  a 
catastrophic  burden  on  the  younger  population,  who 
themselves  will  live  to  be  old.  Moreover,  we  are 
undergoing  an  upward  redefinition  of  when  old  is 
old:  the  age  at  which  individuals  today  believe  a 
person  starts  to  become  “old”  is  higher  than  in  the 
past.  Much  of  this  shift  is  related  to  improved  health 
and  lifestyles  of  Americans,  which  persists  into  “old 
age.  ” 

Negative  reactions  to  population  aging  never- 
theless persist.  The  aged  are  either  envied  as  too 
well  off  or  resented  as  a burden  to  the  economy.  In- 
stead, we  should  be  mature  enough  to  accept  the 
consequences  of  a cultural  emphasis  on  good  health 
services,  excellent  medical  technology,  and  positive 
nutrition  regimens,  i.e.,  agrowing  older  population. 
Longer  lives  should  not  be  viewed  as  a threat  to 
private  and  public  budgets.  A balanced  perspective 
recognizes  the  principle  of  interdependence  between 
generations,  and  the  contributions  made  by  the 
elderly  today  (and  in  the  past,  when  young)  to  the 
society  and  economy. 
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M y friends  and  associates  might  level  charges 
of  "Pollyanna"  at  me,  but  I have  a hunch  that  our 
country — despite  (or  along  with)  its  schizophrenia 
about  the  elderly  and  becoming  "old" — is  subtly 
going  through  a positive  shift  in  viewpoints  and 
attitudes  about  the  "facts  of  later  life."  In  a nut- 
shell, the  underlying  transformation  has  to  do  with 
when  it  is  that  Americans  believe  men  and  women 
start  to  become  "old."  Scientific  gerontologists  cor- 
rectly insist  that  we  should  not  use  chronological 
age  in  making  decisions  and  judgments  about  indivi- 
duals but  they  are  fighting  a difficult  uphill  battle. 
Americans,  as  well  as  human  beings  elsewhere,  will 
continue  to  use  "old"  to  mean  negative,  deterio- 
rating, deleterious  biological  and  psychological  con- 
ditions in  human  beings.  I do  not  think  we  will  ever 
see  the  word  vanish  from  our  vocabulary. 

When  is  old?  • But  the  real  issue  is,  when  is  old? 
Myrna  Lewis  and  Robert  Butler,  nationally  and  inter- 
nationally known  gerontologists,  point  to  a greater 
awareness  in  our  mass  culture  of  a continuity  of 
active,  "youthful"  behaviors  and  attitudes  among 
age  groups  previously  viewed  as  "to  old"  to  be  be- 
having and  thinking  the  way  they  now  do,  e.g.,  conti- 
nuity of  sexuality,  sustaining  or  renewing  close, 
interpersonal  relationships,  career  changes,  and  artis- 
tic creativity.  Books  written  20  years  ago  with  such 
titles  as  "Sex  after  60"  now  have  to  be  retitled  "Sex 
after  70"  (or  even  later).  The  allowable  mandatory 
retirement  age  has  been  raised  from  65  to  70. 

The  main  point  is  that  Americans,  in  interviews 
asking  when  does  the  average  man  or  woman  become 
old,  have  been  giving  chronological  answers  with  a 
higher  average  figure  than  in  previous  years.  For  ex- 
ample, in  1974,  adults  under  65  gave,  on  average, 
the  age  of  nearly  63  in  a survey  for  the  National 
Council  on  Aging  by  Louis  Harris.  The  remarkable 
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thing  is  that  seven  years  later  the  median  age  offered 
was  three  years  higher— 66.  A jump  of  three  years  is 
indeed  an  impressive  trend  over  a period  of  only 
seven  years. 

The  encouraging  news,  in  addition  to  this  over- 
all shift,  is  that  regardless  of  a person's  age  the 
higher  his  or  her  education  the  greater  the  age  at 
which  that  individual  believes  people  start  to  be- 
come "old."  For  example,  for  those  18  to  54,  the 
college-educated  say  (on  average)  67  contrasted  to 
only  63  among  those  with  less  than  a high  school 
degree.  It  is  not  surprising  that  retired  persons  give  a 
lower  age  than  those  of  the  same  age  still  in  the 
work  force.  This  is,  understandably,  related  to  health 
status.  The  median  age  given  by  people  55-64  years 
old  who  state  their  health  is  excellent  or  pretty  good 
was,  in  1981,  nearly  69,  more  than  four  years  over 
the  figure  given  by  people  of  the  same  age  but  with 
only  fair  or  poor  health. 

This  last  finding  is  one  more  reminder  of  the 
value  of  good  health  as  an  indispensable  ingredient 
for  a positive  self-image.  It  also  reinforces  my  earlier 
proposition  that  "old"  has  negative  connotations. 
While  it  is  still  a controversy  among  specialists  or 
experts  in  aging,  some  of  us  believe  that  the  typical 
health  status  of  a given  age  group  of  today's  senior 
citizens  is  superior  to  that  of  senior  citizens  of  the 
same  age  group  ten  or  20  years  ago.  For  what  it  is 
worth,  and  I think  it  is  worth  a lot,  the  vast  majority 
of  today's  older  Americans  (65,  70,  or  80  and  older) 
themselves  believe  that's  a fact  (Table  1).  They  are 
in  a good  position  to  know,  being  able  to  think  back 
about  their  older  relatives  and  parents  of  years  ago. 
Even  among  those  under  65,  nearly  two  thirds  feel 
the  same  way. 

If  we  combine  the  fact  that  better-educated 
Americans  think  "old"  begins  later  than  other 
Americans  do  with  the  further  fact  that  healthy 
people,  compared  with  less  healthy  ones,  also  think 
the  same  way,  and  then  add  to  the  resulting  combi- 
nation that  education  and  health  are  both  improving, 
we  have  some  solid  grounds  for  optimism  about  the 
future  of  living  longer  in  America.  As  for  us  in  Florida, 
given  its  high  proportion  of  residents  65  and  older 
(about  18%  compared  to  only  12%  for  the  nation  as 
a whole),  the  scenario  is  much  more  promising  than 
a lot  of  journalistic  accounts  would  have  us  believe. 

The  "news  worth  reporting"  understandably 
tends  to  focus  on  adversity  and  problems,  one  might 
even  say  the  unusual  or  the  bizarre.  To  use  an  anal- 
ogy, newspapers,  TV  and  radio  programs  cannot 
possibly  report  every  safe  landing  of  an  airplane. 
They  only  report  crashes  and  other  airline  mishaps. 
Obviously,  we  should  not  use  such  sources  for  a 
comprehensive  perspective  concerning  travel  by 
plane.  None  of  this  is  meant  as  an  argument  against 
reporting  trends  in  poverty  among  the  elderly,  or 
which  groups  among  the  elderly  have  the  highest 


rate  of  poverty,  for  example.  There  is  always  some 
unfinished  business,  or  new  developments,  that 
need  to  be  tackled.  But  in  working  on  unfinished 
business,  in  tackling  new  developments,  we  must 
not  lose  sight  of  the  progress  made  so  far  in  raising 
the  well-being  of  older  Americans  and  in  pushing 
higher  the  age  point  at  which  we  start  to  become 
"old." 

Increased  life  expectancy  • This  type  of  progress  is 
something  all  of  us  should  be  proud  of  but  there  are 
still  too  many  complaints  that  our  senior  citizens 
are  too  well-off;  that  is  is  not  fair;  too  many  voices 
provoking  intergenerational  tensions.  If  we  as  a 
nation  insist  (rightfully)  on  having  and  using  the 
best  of  health  services  and  medical  technology  in 
the  world,  and  stress  the  value  of  good  nutrition, 
exercise  and  nonsmoking,  why  is  it  that  so  many 
citizens  nevertheless  cannot  recognize  that  one  of 
the  consequences  of  superior  health  services  and 
technology,  and  improved  lifestyles,  is  an  increase 
in  life  expectancy?  If  an  increased  life  expectancy  is 
so  much  to  be  valued  and  sought  after,  we  have  to  be 
big  enough,  imaginative  and  resourceful  enough,  to 
accept  the  consequences.  In  this  case,  the  conse- 
quences include  a larger  than  previously  expected 
population  of  persons  in  their  60's  and  older.  This 
progress,  to  be  sure,  raises  new  questions  and  unan- 
ticipated dimensions  for  which  we  need  to  be  pre- 
pared. But  longer  lives  should  not  primarily  be  seen 
as  a threat  to  private  and  public  budgets. 

For  example,  nearly  15  years  ago,  we  were  told 
by  the  population  and  gerontology  experts  that  by 
1990  we  would  have  about  27  Vi  million  people  65 
and  older.  Now  the  figure  for  that  year  (only  five 
years  away)  is  over  32  million!  There  will  be  at  least 
4 Vi  million  more  "older"  Americans  than  predicted 
in  1971.  Why  such  discrepancy?  The  basic  explana- 
tion is  that,  contrary  to  the  assumptions  of  only  the 
recent  past,  mortality  rates  among  middle-aged  and 
older  adults  have  been  plummeting.  This  is  true 
especially  in  the  case  of  deaths  due  to  heart  diseases. 
There  are  now  more  men  and  women,  say  45-59 
years  old,  60-64,  and  so  on,  and  they  in  turn  will  live 
into  even  higher  age  brackets.  This  is  a notable 
achievement. 


Table  1.  — "Do  you  agree  or  disagree  that  older 
people  today  are  healthier  than  older 
people  were  10  or  20  years  ago?" 

18-64  65-69  70-79  80  + 

% Agree  65  71  70  75 

Source:  1981  National  Council  on  Aging  Survey  by  Louis 
Harris  and  Associates. 
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While  I could  couch  the  implications  in  Cassan- 
dra-like terms,  I prefer  to  talk  about  challenges  of  in- 
escapable realities.  One  of  these  implications  for 
which  we,  especially  in  Florida,  must  be  readying 
ourselves  in  our  private,  professional,  and  public 
roles,  and  institutionally,  relates  to  the  rapid  trend 
toward  an  increasing  proportion  of  men  and  women 
about  to  retire,  or  recently  retired,  say,  60-69  years 
old,  who  will  have  older  parents  and  relatives  still 
alive.  The  other  way  of  expressing  this  is  that  a 
decreasing  proportion  of  persons,  say,  85  and  older 
(mostly  women),  will  have  adult  children  and  other 
younger  relatives  to  count  on  for  material  and  social- 
psychological  support. 

The  figures  in  Table  2 reveal  the  remarkable 
trends  in  these  proportions  for  the  United  States,  ac- 
cording to  official  government  sources.  They  tell  us 
that  in  1970,  slightly  more  than  10%  of  the  popula- 
tion, sometimes  called  the  "young-old,"  had  older 
parents  and  relatives  still  alive.  (I  am  using  the  total 
census  statistics  as  proxies  for  the  actual  data  on 
how  many  60-69  year-olds  have  living  parents  and 
older  relatives.)  Fifteen  years  laer,  in  this  year  1985, 
the  proportion  increased  by  roughly  40%,  to  14.7%. 
By  the  year  2000,  in  another  15  years,  we  can  expect 
the  proportion  to  be  roughly  2Vi  times  the  porportion 
of  1970.  In  other  words,  more  than  one  out  of  every 
four  Americans  will  have  parents  and  older  relatives 
still  alive  in  2000  A.D.  The  ratio  today  is  about  one 
out  of  seven.  Fifteen  years  ago  (in  1970),  it  was  only 
one  out  of  every  ten. 

The  obverse  of  these  data  is  that  15  years  ago, 
the  "very  old" — 85  and  older — had  many  more 
children,  nephews  and  nieces  as  potential  and  actual 
support  sources,  whether  in  the  same  household  or 
not,  than  the  "very  old"  of  today,  and  especially 
those  around  the  turn  of  the  next  century.  In  1970, 
there  were  nearly  ten  "young-old"  for  every  one 
"very-old"  American;  nearly  seven  today  (1985); 
and  in  sharp  contrast  to  those  two  ratios,  by  2000 
A.D.,  for  every  "very-old"  American  there  will 
probably  be  less  than  four  "young-old." 


Given  the  unique  nature  of  Florida's  elderly 
population,  consisting  of  a large  number  who  moved 
here  without  other,  younger  family  members,  the 
ratio  is  much  lower  than  the  overall  national  one 

Challenges  and  issues  • These  demographic  statis- 
tics form  the  context  within  which  challenges  and 
issues  must  be  understood  and  dealt  with.  There  is 
no  need  to  repeat  here  the  data  on  the  greater  risks  in 
terms  of  health  and  social  service  needs  for  the  85- 
plus  population  and  the  corresponding  costs  in- 
volved. The  issue  is,  to  what  extent  can  we  count 
on  the  "family"  to  provide  the  care  and/or  the  costs 
of  such  care  in  the  years  to  come?  "Costs"  include 
more  than  dollars  and  cents:  time,  genuine  emo- 
tional support,  and  actual  direct  provision  of  care 
can  also  be  treated  as  costs. 

With  the  best  of  intentions  on  the  part  of  the 
"very  old"  population's  "children"  and  other 
younger  relatives — themselves  already  in  their 
60's — there  just  will  not  be  very  many  of  them  avail- 
able (at  short  or  long  distance)  to  provide  or  to  pay 
for  such  care.  In  Florida,  far  fewer  "very  old"  have 
"young-old"  children,  nephews,  and  cousins  living 
here  to  serve  as  providers  of  various  services.  Substi- 
tute families  are  critical,  and  one  of  these  frequently 
consists,  on  the  informal  level,  of  persons  of  the 
same  ages,  although  it  is  not  yet  clear  whether  such 
"surrogates"  are  or  can  be  as  satisfactory  as  the 
"real  thing."  Volunteer  activities  also  become  even 
more  valuable  in  the  Florida  environment. 

The  burden  issue  • This  particular  set  of  statistical 
trends  may  evoke  more  anxieties  than  are  necessary, 
depending  on  one's  point  of  view.  Although  the 
overall  economic  and  health  situation  of  the  elderly 
may  be  improving,  we  have  some  way  to  go  toward 
correcting  some  damaging  and  conflicting  perspec- 
tives concerning  the  role  and  "reputation"  of  the 
elderly  in  society  as  a whole.  One  of  these  perspec- 
tives is  too  heavily  biased  in  the  direction  of  viewing 
population  aging  as  a "burden"  to  the  rest  of  society, 
or  to  the  economy.  In  contrast  to  this  perspective  is 


Table  2.  — "Family  Age  Dependency"  Ratios,  1970  to  2000. 


1970 

1980 

1985 

1990 

2000 

A Population  85  and  Older 
Population  60-69 

10.4 

13  6 

14.7 

16.9 

26.5 

B.  Population  60-69 

Population  85  and  Older  9.6  7.3  6.8  5.9  3.8 


Based  on  data  from  sources: 

For  1970,  U S.  Bureau  of  Census,  Current  Population  Reports,  p.  25,  NO  470,  ""Projections  of  Population  of  the  United 
States  by  Age  and  Sex:  1970  to  2020,"  1971. 

For  1980-2000,  Social  Security  Administration,  Office  of  Actuary,  Social  Security  Area  Population  Projections,  1981, 
Study  No.  85,  July,  1981. 
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another  damaging  one  that  exaggerates  how  well  off 
the  aged  are  in  America,  indeed  how  unfair  it  is  that 
they  have  it  so  good.  Both  perspectives  share  in 
common  a resentment  and/or  fear  of  population 
aging.  Both,  when  translated  into  policy  terms, 
would  pit  the  nonaged  against  the  aged.  Both  per- 
spectives are  fed  and  reinforced  by  a philosophy  of 
narcissism  (obsessive  self-centeredness)  and  rejection 
of  intergenerational  obligations. 

Ignorance,  too,  plays  a role.  Preoccupation  with 
the  "burden"  image  of  the  elderly  ignores  the  variety 
of  the  contributions  they  provide  in  such  areas  as 
job  creation.  I refer  here  not  only  to  employment  op- 
portunities in  the  "aging  industry",  e.g.,  physician 
services,  nursing  homes,  pharmaceuticals,  etc.,  but 
to  other  positive  economic  effects  of  an  aging  popu- 
lation. The  Federal  Reserve  Bank  of  Atlanta  in  its 
June,  1984,  issue  of  "Economic  Review",  as  a case 
in  point,  reported  an  economic  study  which  shows 
that  "many  counties  in  the  southeast  could  become 
less  vulnerable  to  recessions  if  the  steady  influx  of  a 
new  breed  of  more  prosperous  senior  citizens  con- 
tinues. . ."A  larger  proportion  of  the  income  of 
older  families  is  discretionary,  and  thus  spending 
tends  to  be  relatively  unaffected  by  the  state  of  the 
local  or  national  economy.  They  often  have  less  in- 
come than  younger  families  but  "they  have  propor- 
tionately more  to  spend."  A higher  percentage  of 
their  income  is  spent  on  food,  medical  care,  utilities, 
travel,  and  eating  out. 

A Pinellas  County  Planning  Department  report 
on  "The  Economic  Impact  of  the  Elderly  on  Pinellas 
County"  in  mid- 1984  points  to  the  excess  of  benefits 
over  costs  as  one  of  the  positive  effects  of  an  older 


population  in  the  community.  Private  sector  jobs  for 
nonaged  are  created  by  the  expenditure  patterns  of 
the  elderly  in  food  stores,  restaurants,  finance,  in- 
surance, and  real  estate.  These  jobs  are  over  and 
above  the  obvious  ones  associated  with  the  delivery 
and  provision  of  social  and  health  services  in  the 
public  and  private  sectors.  Finally,  Florida's  elderly 
help  broaden  the  tax  base,  especially  because  of  the 
high  rate  of  home  ownership. 

A truly  comprehensive  and  balanced  approach 
to  the  "burden"  issue  would  thus  recognize  the 
interdependence  among  different  age  groups,  to  the 
importance  of  the  old  to  the  young,  and  vice  versa.  A 
more  jaundiced  pro-elderly  advocate  might  be  tempt- 
ed to  paint  the  young  of  many  ages  as  "parasites" 
living  off  the  current  income  and  other  contribu- 
tions (including  volunteer  services)  of  the  retired, 
and  benefiting  from  the  heritage  of  previous  produc- 
tive contributions  of  today's  elderly  when  they 
themselves  were  young.  Before  young  and  middle- 
aged  adults  are  provoked  into  developing  "ageist" 
antagonisms,  they  should  remind  themselves  that 
they  might  be  engendering  even  more  long-lasting 
public  resentment  of  their  own  "future  selves." 

I believe  this  orientation  is  one  that  will  become 
increasingly  imperative  as  Florida  begins  to  face  the 
challenge  of  developing  a more  mature  philosophy 
and  public  policy  regarding  the  provisions  of  those 
services  necessary  to  care  for  the  burgeoning  popula- 
tion of  the  very  old  among  the  state's  senior  citizens. 

• Dr.  Sheppard,  International  Exchange  Center  on 

Gerontology,  University  of  South  Florida,  P.O. 

Box  3208,  Tampa  33260. 
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The  aging  skin 


Sheldon  V.  Pollack,  M.D. 


ABSTRACT:  Wrinkles,  skin  discoloration, 
cutaneous  laxity,  the  appearance  of  a variety  of 
benign  and  malignant  skin  lesins,  and  graying  of  the 
hair  are  all  telltale  signs  of  increasing  age.  These 
age-related  cutaneous  changes  are  accompanied  by 
an  increased  susceptibility  to  skin  diseases  in  the 
elderly.  A number  of  attendant  morphological  skin 
changes  have  been  documented  in  aging,  but  only 
minimal  fundamental  understanding  of  this  process 
exists.  In  recent  years,  investigation  into  the 
mechanisms  of  aging  has  intensified,  resulting  in  an 
increased  body  of  knowledge  relating  to  the  intrin- 
sic, and  extrinsic  aspects  of  skin  senescence.  Much 
research  remains  to  be  done  before  we  can  consider 
having  a significant  impact  on  the  modulation  of  ag- 
ing in  the  skin.  In  the  meantime,  patients  should  be 
educated  with  regard  to  the  prevention  of  actinic 
skin  damage. 
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Y*_>hanges  in  the  skin  and  its  appendages,  in- 
cluding cutaneous  thinning,  laxity,  wrinkling, 
lentigines,  vascular  changes,  and  graying  hair  are  all 
outward  signs  of  advancing  age.  These  cutaneous 
alterations  result  from  a combination  of  inherited 
predisposition,  intrinsic  physiologic  effects  and  ex- 
ternal forces  to  which  the  skin  is  exposed  during  the 
course  of  a lifetime.  In  addition  to  the  cosmetic  and 
emotional  effects  of  cutaneous  aging,  senescent  skin 
is  accompanied  by  an  increased  prevalence  of  skin 
disease.  A recent  United  States  Public  Health  Service 
survey  showed  that  65%  of  persons  65  years  of  age 
and  older  were  so  afflicted.1  Aging  skin,  therefore, 
has  medical  significance,  particularly  in  light  of  the 
rapid  increase,  during  this  century,  in  the  proportion 
of  Americans  over  65  years  of  age  (currently  approx- 
imately 12%). 

Tindall  and  Smith2,  in  a study  of  163  persons  64 
years  of  age  or  older,  found  cutaneous  laxity  in  94%, 
asteatosis  in  77%,  and  hyperproliferative  lesions 
such  as  actinic  or  seborrheic  keratoses,  angiomas,  or 
lentigines  in  50-90%.  In  addition,  skin  cancers,  a 
variety  of  dermatoses,  certain  bullous  disorders,  and 
some  viral  infections  of  skin  were  frequently  en- 
countered. 

Until  recently,  little  attention  has  been  devoted 
to  the  subject  of  gerontologic  dermatology.  Useful 
morphologic  and  functional  data  are  presently  avail- 
able and  such  knowledge  will  hopefully  be  expanded 
in  the  future.  At  such  time,  it  is  possible  that, 
because  of  its  accessability,  the  skin  will  come  to 
serve  as  a general  model  with  which  to  study  aging 
phenomena.  In  the  present  communication,  various 
aspects  of  our  knowledge  of  cutaneous  aging  will  be 
reviewed. 


Vol  72,  No,  4/J  FLORIDA  M.A./APRIL  1985/245 


Histologic  and  functional  changes  in  aging  skin  • 

Despite  a general  lack  of  knowledge  regarding 
cutaneous  aging,  certain  morphologic  and  functional 
skin  changes  have  been  recognized  to  accompany 
senescence.  The  individual  structural  components 
of  the  skin  have  been  studied  in  order  to  better  under- 
stand frequently  encountered  cutaneous  findings  in 
the  elderly. 

The  epidermis,  which,  in  youth,  is  firmly  an- 
chored to  the  dermis  by  means  of  regular  downward 
interdigitations,  becomes  irregularly  flattened  with 
age.  As  a result,  dermal-epidermal  separation  occurs 
more  readily  in  older  skin,  accounting  for  the  fre- 
quency of  abrasions  after  minor  trauma  and  blister 
formation  in  edematous  sites.  There  appears  to  be  a 
diminution  in  skin  markings  with  age3,  probably 
related  to  the  flattening  of  the  epidermis  described 
above.  The  individual  epidermal  cells  become  dis- 
orderly, both  in  shape  and  organization.  Their  stain- 
ing qualities  change  and  glycogen  appears  in  the  up- 
per layers  of  the  epidermis.  There  is  an  age-associated 
decrease  in  epidermal  renewal  rate,  resulting  in  sig- 
nificant prolongation  of  healing  in  experimental  epi- 
dermal wounds4.  The  outer  horny  layer  of  the  skin 
(stratum  corneum)  is  the  principal  barrier  to  move- 
ment of  molecules  through  the  skin  in  either  direc- 
tion. Although  the  thickness  of  the  stratum  corneum 
does  not  change  in  the  aged,  the  individual  corneo- 
cytes  are  larger.  Barrier  function  may  decrease, 
particularly  with  regard  to  the  transepidermal  ab- 
sorption of  materials  applied  to  the  skin  surface. 
However,  transepidermal  water  loss  does  not  appear 
to  increase  with  age5. 

Epidermal  appendages  also  undergo  senescent 
changes.  There  is  a diffuse  reduction  in  the  number 
of  hair  follicles  in  the  scalp,  accompanied  by  dim- 
inished nail  growth.  Sebaceous  gland  function,  as 
manifested  by  surface  lipid  levels,  decreases  in  the 
elderly  in  association  with  the  concomitant  decrease 
in  endogenous  androgen  production.  In  males,  sebum 
levels  remain  essentially  unchanged  until  the  age  of 
80  years.  In  women,  there  is  a gradual  decrease  in 
sebaceous  secretion  from  menopause  through  the 
seventh  decade,  after  which  no  appreaciable  change 
occurs6.  Despite  their  diminished  activity  with  age, 
sebaceous  glands  exhibit  a tendency  to  enlarge  in 
the  elderly7,  presumably  due  to  decreased  cellular 
turnover.  Morphologically,  individual  sebaceous 
cells  fail  to  show  any  abnormalities7.  However,  in- 
creased numbers  of  undifferentiated  cells  can  often 
be  seen  to  arise,  in  clusters,  from  the  follicular  epi- 
thelium of  sebaceous  follicles8.  The  hyperplastic, 
relatively  inactive  sebaceous  glands  of  the  elderly  of 
either  sex  remain  responsive  to  androgenic  stimula- 
tion throughout  life,  as  evidenced  by  increased  se- 
bum output  following  testosterone9  or  fluoxymes- 
terone  administration6. 


With  aging,  the  number  of  active  eccrine  sweat 
glands  is  reduced  and  sweat  output  per  gland  is 
diminished  both  in  rate  and  amount.  The  sodium 
content  of  sweat  is  also  substantially  reduced.  Mor- 
phologically, the  secretory  cells  flatten  and  become 
atrophic.  A progressive  accumulation  of  lipofuscin 
is  found  in  the  cytoplasm  of  the  glandular  epithe- 
lium.10. The  adrenergic  response  is  reduced  in  both 
sexes,  while  the  cholinergic  response  decreases  in 
males  and  increases  moderately  in  elderly  females. 

The  majority  of  apocrine  glands  in  the  elderly 
remain  essentially  unchanged  with  regard  to  struc- 
ture and  function,  although  there  is  a tendency 
towards  attenuation  of  the  secretory  epithelium  and 
dilatation  of  tubules.  Since  they  are  hormonally  in- 
fluenced, there  is  some  reduction  in  activity  of  these 
glands. 

Changes  in  the  pigment-producing  melanocytic 
system  of  the  skin  are  also  found  in  aging.  The  num- 
ber of  DOPA-positive  melanocytes  (those  actively 
producing  melanin)  progressively  decreases  both  in 
exposed  and  covered  areas  and  pigmentation  is  seen 
only  in  epidermal  cells  in  contact  with  such  melan- 
ocytes. The  increase  in  senile  lentigos  on  the  exposed 
skin  of  elderly  persons  is  due  to  localized  prolifera- 
tions of  melanocytes  at  the  dermal-epidermal  junc- 
tion, presumably  as  a result  of  chronic  ultraviolet 
light  exposure.  Graying  of  the  hair  is  accompanied 
by  a reduction  in  the  number  of  melanocytes  in  the 
hair  bulbs  and  a decrease  in  melanin  formation  by 
those  that  remain.  White  hair  bulbs  are  lacking  both 
in  pigment  and  melanocytes11. 

Senescent  dermal  changes  involve  collagen, 
elastic  tissue,  nerves  and  blood  vessels.  These  age- 
related  alterations  account  for  many  of  the  most 
obvious  gross  external  manifestations  of  aging.  As 
age  increases,  less  collagen  is  produced  by  dermal 
fibroblasts,  resulting  in  significant  thinning  of  the 
dermis.  The  turnover  of  older  collagen  decreases  and 
this  becomes  thickened  and  relatively  insoluble  due 
to  increased  cross-linking.  Collagen  becomes  stiffer 
and  less  elastic  with  age  and  there  is  a decrease  in 
the  ratio  of  mucopolysaccharide  to  collagen12. 

Elastin,  an  extensible  protein  which  makes  up 
approximately  2%  of  the  dry  weight  of  the  dermis 
appears,  like  collagen,  to  undergo  changes  with  age. 
These  changes  are  morphologically  difficult  to  dis- 
tinguish from  those  induced  by  actinic  damage, 
although  the  latter  are  generally  more  severe.  In 
both  situations  one  can  observe  a progressive  thick- 
ening of  dermal  elastic  fiber  arcades  into  curled  and 
amorphous  masses.  Pearse  and  Grimmer13  found  a 
nearly  threefold  relative  increase  in  dermal  elastin 
between  ages  20  and  80  years. 

Aging  is  accompanied  by  minimal  changes  in 
cutaneous  neural  structures.  Montagna14  has  ob- 
served that  the  number  of  Meissner  corpuscles 
seems  to  remain  unchanged.  There  is,  however,  en- 
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largement  and  distortion  of  these  specialized  nerve 
endings.  The  genital  corpuscles  in  the  genital 
mucous  membranes  do  become  smaller  and  many 
disappear.  In  addition,  much  of  the  superficial  nerve 
net  underneath  the  epithelium  in  the  vagina  dis- 
appears in  old  women. 

Superficial  cutaneous  blood  vessels  generally 
undergo  some  degeneration  with  aging,  particularly 
in  the  bald  scalp.  There  is  collapse,  disorganization, 
and  even  total  disappearance  of  the  superficial  mi- 
crovasculature in  both  exposed  and  non-exposed  por- 
tions of  the  skin.  The  deep  dermal  vessels  also 
diminish  in  number  and  those  that  remain  demon- 
strate thickened  vascular  walls.  Undoubtedly,  the 
elderly  suffer,  in  general,  from  diminished  cutaneous 
circulation.  The  consequences  of  this  diminished 
blood  supply  may  be  considerable5.  Many  of  the 
cutaneous  problems  of  the  elderly  are  traceable  to 
vascular  insufficiency.  Baer  and  Schwarzchild15 
observed  many  years  ago  that  dermatoses  of  ex- 
ogenous origin  tend  to  persist  longer  in  the  elderly 
and  are  more  difficult  to  treat.  In  these  situations, 
there  are  probably  a number  of  vasculature-related 
factors  at  work.  One  of  these  is  the  fact  that  acute 
inflammatory  reactions  are  subdued  in  aged  skin,  as 
was  demonstrated  by  Bettley  and  Donoghue16  who 
found  fewer  irritant  reactions  in  persons  past  50 
years  of  age  tested  to  toilet  soaps.  This  lack  of  re- 
sponse to  an  inflammation-producing  stimulus  can 
result  in  continued  exposure  to  potentially  harmful 
agents  which  may  cause  cutaneous  damage.  In 
addition,  because  of  diminished  blood  flow,  external 
contactants  and  irritants  are  not  speedily  removed 
from  the  skin  surface,  resulting  in  ongoing  symp- 
tomatology. The  cutaneous  vasculature  normally 
plays  an  important  role  in  thermoregulation.  Re- 
duced circulation  in  the  elderly  predisposes  them  to 
the  development  of  hypothermia  with  even  brief  ex- 
posure to  cold17.  It  would  follow  that  hyperthermia 
in  the  elderly,  which  often  occurs  in  severe  heat 
spells,  is  also  related  to  thermoregulatory  difficulties 
arising  from  a compromised  cutaneous  vasculature. 
Senile  purpura,  common  in  aged  skin,  is  generally 
held  to  be  a result  of  diminution  of  the  vascular 
support  tissue,  collagen  and  ground  substance,  rather 
than  due  to  alteration  in  the  vessels  themselves. 

Immunologic  changes  in  aging  • With  increasing 
age,  alterations  in  immune  function  become  ap- 
parent. These  changes  have  cutaneous  implications 
in  that  many  of  them  are  associated  with  defense 
against  or  response  to  such  age-associated  skin  di- 
seases as  bacterial  and  viral  infections,  autoimmune 
diseases  and  cancer18. 

Involution  of  the  thymus  occurs  throughout 
adulthood,  leading  to  altered  immunological  respon- 
siveness19. There  is  a rise  in  the  prevalence  of  auto- 
antibodies20 which  may  contribute,  for  example,  to 


the  increased  incidence  of  pemphigus  vulgaris  and 
bullous  pemphigoid  in  the  elderly.  Benign  mono- 
clonal serum  immunoglobulins  also  appear  in  up  to 
3%  of  elderly  patients21.  This  is  accompanied  by  a 
decline  in  "useful"  antibody  titres  to  heterologous 
antigens  and  isoantigens22.  Interferon  production  is 
diminished.  T-cell  functions  also  decline  in  elderly 
patients,  resulting  in  decreased  cell  mediated  im- 
munity. In  vitro  studies  of  T lymphocytes  have 
demonstrated  a slight  decrease  in  their  number23,  as 
well  as  a significant  decrease  in  responsiveness  to 
standard  mitogens  during  the  later  decades  of  life24. 
These  alterations  in  T-cell  functional  capacity  appear 
to  be  the  most  profound  age-related  change  in  the  im- 
mune system.  The  observation  that  old  people  with 
defective  cell-mediated  immunity  have  a decreased 
life  expectancy  suggests  that  this  particular  defi- 
ciency may  be  important  in  pathogenesis  in  the 
aged25.  Recently,  in  the  skin  of  experimental 
animals,  investigators  have  demonstrated  that  ex- 
posure to  ultraviolet  light  alters  the  immune 
system,  facilitating  the  devlopment  of  fatal  skin 
tumors26  27.  This  is  a specific  immunologic  tole- 
rance of  UV-induced  tumors  and  appears  to  be  re- 
lated to  the  development  of  suppressor  T-cells  that 
prevent  tumor  rejection28. 

Causes  of  cutaneous  aging  • A single  unifying 
concept  to  explain  the  mechanism  of  aging  has  not 
yet  been  developed.  A number  of  theories  which 
attempt  to  explain  aging  exist,  but  none  provides  an 
entirely  satisfactory  explanation  for  all  observations 
in  aging.  Most  observers  of  the  aging  process  recog- 
nize a multifactorial  contribution  to  aging  of  the 
skin.  Heredity,  physiologic  influences,  and  external 
insults  all  combine  to  affect  the  overall  senescent 
patterns  observed.  Skin  appears  to  "age"  at  different 
rates  in  persons  of  different  genetic  constitution.  For 
example,  black-skinned  individuals  often  do  not  ex- 
hibit the  degree  of  skin  aging  seen  in  white-skinned 
persons  of  the  same  age.  Even  within  a particular 
racial  group,  skin  aging  is  inconsistent.  These  find- 
ings, however,  are  not  necessarily  indicative  of  dif- 
ferences in  intrinsic  aging  but,  rather,  suggest  a 
genetic  predisposition  to  sustaining  increased  (or 
decreased)  damage  from  external  sources,  the  most 
important  of  which  is  ultraviolet  radiation.  Investi- 
gations by  Lavker29  demonstrate  that  the  senescent 
changes  found  in  non-exposed  and  exposed  skin  are 
qualitatively  the  same,  but  the  latter  are  more  pro- 
nounced. 

The  most  dramatic  instance  of  genetic  suscepti- 
bility to  actinic  damage  is  found  in  xeroderma  pig- 
mentosum, a condition  in  which  severe  premature 
skin  aging,  including  the  development  of  multiple 
cutaneous  malignancies,  occurs.  The  basic  genetic 
defect  is  a deficiency  of  enzymes  necessary  to  repair 
the  DNA  damage  caused  in  the  skin  by  incident 
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ultraviolet  light.  One  might  speculate,  then,  that 
aging  in  the  skin  may  be  related  to  alteration  or 
diminution  of  certain  skin  enzymes  in  the  elderly. 

Work  by  Yamasawa  et  al30  failed  to  reveal  any  spe- 
cific epidermal  enzymatic  alteration  related  to  aging. 
Lambert  et  al31,  however,  did  show  a decrease  in  the 
capacity  for  repair  of  ultraviolet  induced  DNA  dam- 
age in  subjects  with  actinic  keratoses.  Moreover,  an 
age-related  decline  in  ability  to  repair  DNA  following 
in  vitro  irradiation  of  skin  fibroblasts  obtained  from 
both  exposed  and  non-exposed  areas  was  demon- 
strated by  Sbano  and  co-workers32.  Of  note  is  the 
fact  that  at  least  one  study  has  shown  a correlation 
between  obtainable  life  span  in  a variety  of  mam- 
mals and  the  extent  of  repair  for  at  least  one  type  of 
DNA  lesion33,  suggesting  that  DNA  repair  capacity 
may  be  a determinant  of  aging. 

Management  of  cutaneous  aging  • It  is  evident  from 
the  foregoing  that  our  current  knowledge  of 
skin  aging  is  fragmented  and  incomplete.  Certain 
morphologic  features  are  recognized  to  take  place  in 
aging  skin  but  the  mechanisms  involved  in  causing 
these  changes  remain  to  be  elucidated.  Future  in- 
vestigative efforts  will  hopefully  endeavour  to  pro- 
vide further  insights  into  the  nature  of  intrinsic 
aging  and  factors  that  modulate  this  process.  In  the 
meantime,  we  can  attempt  to  minimize  the  degree 
of  extrinsic  skin  "aging"  in  our  patients  by  edu- 
cating them  with  regard  to  the  folly  of  reckless  ac- 
tinic exposure.  They  should  be  encouraged  in  the 
daily  use  of  effective  sunscreens  and  protective 
clothing.  Outdoor  activities  requiring  a prolonged 
exposure  to  ultraviolet  irradiation  should  be  sched- 
uled so  as  to  avoid  the  intense  midday  sun. 

Corrective  cosmetic  procedures  including  sur- 
gical rhitidectomy,  dermabrasion,  chemical  peel, 
topical  chemotherapy  and  collagen  implantation  are 
supportive,  but  temporary  measures  in  the  battle 
against  loose,  discolored  actinically-damaged  skin. 

These  cannot  and  should  not  be  expected  to  undo 
the  ravages  of  time  occurring  in  the  skin  and  are 
secondary  in  value  to  preventative  intervention, 
which  should  commence  at  an  early  age. 
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Program  of  health  education 
for  people  55  and  better 
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ABSTRACT:  Many  senior  citizens  tend  to  ignore 
good  health  habits.  Indifference  to  a healthy  lifestyle 
usually  results  in  premature  illnesses,  expensive 
medical  care,  and  early  death.  Many  seniors  will  not 
take  the  time  to  practice  techniques  that  would 
result  in  better  health.  The  strategies  presented  here 
should  help  improve  a person’s  lifestyle. 
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O ur  nation  is  on  a high,  encouraging  people  to 
become  physically  fit.  Physical  fitness,  of  course,  is 
for  everyone;  at  certain  ages  there  is  no  choice  — it 
becomes  almost  obligatory.  The  one  stage  in  life, 
however,  in  which  a person  is  most  likely  to  have 
freedom  of  choice  is  within  the  retirement  years  — 
ages  55  or  better  (55  and  "older"  seems  to  have  a 
tone  of  finality,  "better"  tends  to  sound  optimistic). 
The  question  is,  will  the  choice  be  to  develop  a 
healthy  lifestyle  by  combining  proper  exercise,  diet, 
relaxation,  self-care  guidelines  and  acceptance  of 
self?  Secondly,  how  do  you  motivate  people  to  take 
the  time  to  become  physically  fit?  The  answers  to 
these  questions,  based  on  the  frailties  of  human 
nature  is  "probably  not,"  and  "it  won't  be  easy."  In 
fact,  in  our  culture,  people  will  take  time  to  do 
almost  anything  else.  Health  requires  taking  time  — 
20  to  30  minutes  a day,  three  days  a week.  Excuses 
abound:  I'm  too  old,  I served  my  time,  I hate  to 
sweat,  I'm  too  busy,  I don't  know  how,  and  besides, 
who  cares?  All  represent  an  attitutde  suggestive  of  a 
lack  of  knowledge,  lack  of  desire,  and  surrender.  Ac- 
cording to  the  AMA,  55%  of  all  diseases,  are  lifestyle- 
related.  People  are  living  longer,  thanks  to  all  health 
care  professionals,  but  living  longer  results  in  a 
unique  set  of  problems. 

People  55  or  better  are  going  to  experience  di- 
seases, some  not  even  identified  yet,  related  to  the 
"aging  process."  To  quote  Dr.  John  W.  Rowe,  of 
Harvard  Medical  School,  the  average  85-year-old  has 
a longer  life  expectancy  but  that  life  expectancy  is 
dominated  by  disability.  Dr.  Rowe's  statement  is 
very  conclusive  but  you  do  not  have  to  accept  it  as  a 
fact  without  first  looking  at  alternatives  that  might 
be  helpful  in  making  the  disabilities  less  dominant. 
With  the  foregoing  thoughts  in  mind,  what  can  and 
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should  be  done  to  make  the  aging  process  more  com- 
fortable, enjoyable,  productive  and  relaxed?  Certainly 
not  crying,  "Poor  me!" 

The  program  • Recognizing  the  need,  the  Easter 
Seal  Society  of  DeSoto,  Manatee  and  Sarasota  Coun- 
ties decided  to  sponsor  a health  education  program 
for  senior  citizens.  The  format  consisted  of  one  intro- 
ductory meeting  and  four  workshops.  It  was  also 
determined  that  the  workshops  should  be  held  in 
neighborhoods,  condiminiums,  churches,  mobile 
home  parks,  wherever  people  meet,  rather  than  at  the 
Easter  Seal  Center.  The  outreach  concept  is  intended 
to  generate  peer  pressure  which  helps  further  the  pro- 
gram after  the  Presenters  complete  the  workshops. 

The  introduction  is  an  overview  and  if  the  people 
like  it  the  workshops  are  scheduled  weekly  for  four 
weeks.  The  participants  are  expected  to  be  actively 
involved.  The  first  workshop  discusses  vital  signs  — 
pulse  rate,  blood  pressure,  temperature,  breathing 
and  how  the  body  responds,  particularly  when  exer- 
cising. The  group  performs  exercises  under  the  direc- 
tion of  the  Presenter.  The  negative  results  of  inactiv- 
ity are  outlined  and  emphasis  is  upon  overcoming 
anxiety,  depression  and  systematic  routines  for 
helping  individuals  feel  good  about  themselves. 

The  second  class  begins  with  a stretching  activ- 
ity and  is  followed  by  more  exercise,  massage  and 
relaxation  training.  This  is  fun,  an  affair  with  every- 
one lined  up  columnwise  and  massaging  their  neigh- 
bor's neck  and  shoulder  muscles.  People  laugh  and 
joke  with  each  other  and  humor,  so  important  to 
well-being,  is  encouraged.  People  are  urged  to  take 
time  for  their  health.  Daily  habits  are  examined  to 
find  ways  to  change,  so  beneficial  healthy  practices 
can  be  started. 

Proper  breathing  techniques  are  detailed  in  the 
third  session.  Correct  methods  are  demonstrated  and 
the  group  takes  an  active  part.  The  importance  of 
good  posture  as  an  aid  to  breathing  is  demonstrated 
with  group  participation.  More  exercise  and  massage 
follow.  Relaxation  skills  are  demonstrated  with 
discussions  about  aging,  stress,  anxiety,  attitude, 
anger,  depression,  overweight  and  self-care  guide- 
lines. 

Workshop  four  emphasizes  self-care  guidelines: 
fun,  massage,  skin  care,  diet  and  nutrition.  Through- 
out the  entire  program,  the  participants  are  enour- 
aged  to  take  time  for  health,  to  laugh  and  become 
partners  with  their  physicians  by  keeping  their  own 
records  in  writing:  family  history,  health  profes- 
sionals they  have  contacted,  kinds  of  medication  — 
how,  when  and  why  they  are  used  — illnesses  or  ac- 
cidents, dental  records,  blood  pressure  and  pulse. 
Care  of  the  feet  is  seriously  discussed,  as  well  as  the 
use  of  sun  block  and  meaning  of  the  rating  numbers. 
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Observations  • Over  2,500  people  have  participated 
in  the  program.  More  women  attend  than  men  — 
85%  to  15%.  Women  are  definitely  more  aware  of 
the  importance  of  being  healthy  and  much  more 
willing  to  take  the  time  to  do  whatever  is  necessary 
to  maintain  good  health.  Each  participant  was  asked 
to  fill  out  an  evaluation  form  after  completion  of  the 
workshops.  All  found  the  program  enlightening  and 
of  value.  The  workshops  were  rated  in  each  instance 
"very  good"  or  "it  was  great."  People  in  mobile 
home  parks  seem  to  have  close  relationships  with 
each  other.  They  are  very  active  — bridge,  golf,  exer- 
cise classes,  going  to  school,  volunteering  and  going 
on  sight-seeing  excursions.  Residents  of  condomi- 
niums, generally  of  a higher  economic  status,  are  in- 
volved in  many  of  the  same  pursuits  but  were  not  as 
closely  knit.  Neighborhood  groups,  i.e.,  individual 
houses,  usually  did  not  have  a close  neighborhood 
relationship  and  the  participants  as  a group  tend 
more  to  club  associations  or  church.  Overall  the 
workshop  participants  were  enjoying  life,  seeking 
intellectual  or  physical  self-improvement  goals  and 
appeared  to  be  satisfactorily  affluent.  No  obvious 
loneliness  was  observed.  Most  were  optimistic 
about  the  future,  but  did  have  concerns  about  insur- 
ance, Medicare,  supplemental  insurance,  high  cost 
of  medical  care,  indifference  of  physicians,  and 
refusal  of  physicians  to  take  assignments. 

Finally  • There  is  nothing  new  under  the  sun.  Good 
health  concepts  and  prevention  of  disease  have  been 
around  for  a long  time.  A book  published  in  1912  by 
Sanford  Bennett,  "Old  Age,  Its  Causes  and  Preven- 
tion," is  nothing  more  than  the  precepts  in  this 
article. 

As  senior  citizens  of  today,  have  we,  in  fact, 
developed  lifestyles  that  combine  the  concepts  that 
prepare  us  for  a healthy  life?  A few  have,  many  have 
not.  Have  we  taken  the  time  to  act  upon  the  proven 
rules  of  healthy  lifestyles?  Again,  the  answer  is  a few 
have,  many  have  not.  We  complain  about  the  high 
cost  of  medical  care  and  insurance  premiums  but  do 
not  question  the  medical  care  bill,  the  treatment,  or 
the  medication.  The  medical  profession  is  not  at 
fault  — certainly  there  are  many  incidences  of  suc- 
cess. We  are  living  longer  and  there  is  practically  no 
polio,  communicable  diseases  or  tuberculosis  (to 
name  a few).  We  have  not  become  involved  in  good 
health  practices  and  prevention  of  disease. 

Prevention  is  the  only  way  we  can  change  the 
current  system.  We  must  begin  to  maintain  good 
health  practices;  the  choice  is  ours.  There  is  no  royal 
road  to  health.  You  must  follow  the  precepts  of  good 
health  practices  — exercise  at  least  20  minutes  a 
day,  three  times  a week,  eat  breakfast,  three  balanced 
meals  a day,  moderate  use  of  alcohol,  no  smoking, 
drink  six  to  eight  glasses  of  water  a day,  maintain  a 


moderate  weight,  get  seven  to  eight  hours  sleep  each 
night,  think  positive  and  have  a good  sense  of  humor. 
After  all,  the  trials  and  tribulations  of  childhood, 


youth,  young  adult  and  midlife,  for  most  of  us,  aie 
not  our  problems.  Enjoy. 

• Dr.  Hansen,  504  Villas  Drive,  Venice  33595. 
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Lifelong  learning: 
prescription  for  health 


Virginia  Lukens  Elgin,  M.A. 


ABSTRACT:  There  are  many  educational  opportun- 
ities and  facilities  for  the  older  person  in  Florida, 
especially  the  St.  Petersburg-Tampa  Bay  area  which 
has  one  of  the  highest  concentrations  of  people  over 
age  60.  The  experiences  of  several  older  persons  give 
a consumer’s  view  of  attending  school  late  in  life. 
Evidence  is  presented  which  supports  the  impor- 
tance of  education  for  enhancement  of  the  older  per- 
son ’s  physical  and  mental  health. 
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O Id  dogs  can  learn  new  tricks,  especially  if  they 
are  healthy  and  motivated;  furthermore,  they  often 
perform  better  than  young  ones.  Alan  B.  Knox  (1977) 
in  "Adult  Development  and  Learning"  reports  that 
the  most  positive  conclusions  are  from  longitudinal 
studies.  Intelligence,  problem  solving,  recall  of 
meaningful  information,  and  recognition  memory 
do  not  deteriorate;  critical  thinking  actually  im- 
proves. It  has  also  been  found  that  the  older,  more 
experienced  individual  tends  to  be  better  able  to 
solve  complex  and  subtle  problems  than  less  exper- 
ienced younger  people. 

More  people  are  living  longer,  healthier  lives 
than  ever  before.  Physical  activity,  work,  and  educa- 
tion are  factors  contributing  to  wellness  — physical 
activity  for  the  healthy  body,  education  for  the 
healthy  mind,  and  work  for  both  mind  and  body. 

Brain  research  shows  that  an  enriched  stimu- 
lating environment  results  in  an  increase  in  brain 
weight,  greater  branching  of  dendrites,  and  an  in- 
crease in  glial  cells,  which  provide  support  for  nerve 
cells.  The  cerebral  cortex  also  increases  with  use.  It 
was  found  in  animal  studies  that  the  thickness  of 
the  cerebral  cortex  increased  as  much  as  16%  in 
those  from  enriched  environments.  Exercise  for  the 
brain  is  as  important  as  exercise  for  the  body.  Just  as 
muscles  atrophy  from  lack  of  use,  so  may  the  inac- 
tive brain. 

In  1982  at  the  Healing  Brain  Conference  in 
Tampa,  Dr.  Marion  Diamond,  Professor  of  Anatomy 
at  the  University  of  California,  Berkeley,  discussed 
her  research  which  demonstrated  that  the  brain  can 
heal  itself  after  injury  if  there  is  stimulation  and 
activity.  She  also  observed  brain  cell  growth  in  later 
stages  of  the  life  cycle  comparable  to  that  which 
occurs  in  youth. 


Educational  Opportunities  • Fortunately,  there  are 
many  educational  opportunifies  available  to  older 
adults.  Florida,  like  other  states,  has  recognized  edu- 
cation as  an  important  option.  In  the  St.  Petersburg- 
Tampa  Bay  area,  which  has  one  of  the  largest  con- 
centrations of  people  over  age  60,  junior  colleges, 
community  schools,  and  universities  have  programs 
for  the  mature  student.  In  the  private  sector,  there  are 
many  colleges  which  consider  the  older  student  a 
valuable  addition  to  the  intellectual  community. 

Elderhostel  is  an  excellent  example  of  a program 
specifically  designed  for  people  60  and  older.  There 
are  no  additional  requirements  to  attend.  In  the  case 
of  a couple,  only  one  must  be  60.  Here  we  have  an 
amalgamation  of  both  private  and  public  facilities. 

This  year  is  the  10th  anniversary  of  Elderhostel. 
When  the  program  began,  six  Northeastern  colleges 
were  involved;  about  200  attended  that  first  year.  To- 
day it  includes  700  colleges  throughout  the  United 
States,  Canada,  Mexico,  Great  Britain,  Europe,  and 
Israel.  Approximately  100,000  students  are  expected 
to  attend  in  1985. 

Two  Tampa  Bay  area  schools,  Eckerd  College 
and  the  University  of  South  Florida,  have  Elderhostel 
programs.  There  are  12  participating  colleges  in 
Florida.  Hostelers  are  offered  a wide  range  of  liberal 
arts  and  science  courses.  Such  subjects  as:  "Speaking 
of  Quarks  and  Quasars  — Our  Universe,"  "Ontogeny 
Recapitulates  Phylogeny,"  and,  of  course,  com- 
puters. These  noncredit  courses  are  taught  by  the 
faculties  of  the  host  colleges.  Each  session  is  for  one 
week  and  includes  three  mini-courses.  The  cost  of 
approximately  $200  covers  room  and  board,  classes, 
and  extracurricular  activities. 

Most  Elderhostlers  attend  many  times.  One 
ageless  lady  has  been  to  14  sessions  in  the  past  eight 
years.  She  always  goes  with  a friend  and  chooses  a 
campus  within  two  days  driving  time  of  her  home. 
She  reports,  "Most  of  the  students  are  professional 
people  who  have  been  involved  in  a lifetime  of 
learning." 

The  people  who  attend  Elderhostel  have  a spirit 
of  adventure.  They  are  not  only  looking  for  new 
things  to  learn,  but  also  opportunities  to  travel.  One 
of  the  reasons  this  program  has  been  so  successful  is 
because  there  are  thousands  of  older  people  eager  to 
experience  something  out  of  the  ordinary.  Cheryl 
Gold,  director  of  Elderhostel  in  Florida,  believes  that 
the  hosteling  experience  tends  to  break  down  stereo- 
types. Young  students,  old  students,  and  faculty  get 
an  opportunity  to  know  each  other  on  a common 
ground.  Attitudes  about  youth  and  old  age  tend  to 
disappear.  Gold  says,  "In  the  seven  years  of  working 
with  Elderhostel,  I have  never  met  an  'old'  person." 
The  oldest  student  ever  to  attend  Elderhostel  was  a 
95-year-old  man  who  came  with  his  75-year-old 
daughter. 


Four  years  ago  a bill  was  passed  in  the  Florida 
Legislature  that  waived  tuition  for  students  over  age 
60,  allowing  them  to  audit  courses  at  state  univer- 
sities on  a space  available  basis.  Lee  Leavengood, 
Director  of  Mature  Students  at  the  University  of 
South  Florida  in  Tampa,  reports  that  this  year  there 
are  263  students  auditing  courses,  94  of  them  attend 
classes  at  the  Bayboro  campus  in  St.  Petersburg.  En- 
rollment has  increased  each  year  since  the  program 
has  been  in  existence,  and  75%  are  repeaters,  Lea- 
vengood says. 

Dr.  Maria  Vesperi,  Adjunct  Assistant  Professor 
of  Anthropology,  feels  that  the  older  students  help 
set  standards  of  achievemnent  for  the  class.  They 
are  more  likely  to  contribute  outside  material  to 
courses,  inspiring  younger  students  to  do  the  same. 
They  interact  well  with  their  classmates  and  with 
faculty,  making  their  expectations  known.  These 
students,  for  the  most  part,  display  positive  atti- 
tudes and  realistic  goals.  Dr.  Vesperi  says  her  older 
students  are  a valuable  addition  to  the  academic 
community. 

In  addition  to  the  waived  tuition  group,  there 
are  those  who  are  working  toward  a degree.  This 
year  in  the  45  to  65  age  group  there  are  approximately 
1,300  students  at  the  University  of  South  Florida; 
those  over  65  number  300. 

One  of  these  degree-seeking  students  is  a 74- 
year-old  woman.  Responding  to  the  question,  "Why 
did  you  go  back  to  school?"  she  says,  "I  didn't  go 
back  to  school,  I just  continued  going  to  school." 
She  earned  her  first  degree  when  she  was  17  years 
old,  then  taught  school  until  she  married.  During 
her  married  life,  she  lived  in  Italy,  France  and  Spain, 
and  went  to  school  wherever  she  was.  Several  years 
ago  she  came  to  Florida.  She  had  not  been  here  very 
long  before  she  began  working  toward  a master's 
degree  in  French.  She  also  serves  as  instructor  in  the 
Foreign  Languages  Department  at  the  university. 

One  of  the  more  innovative  programs  in  the 
Tampa  Bay  area  is  the  Program  for  Experienced 
Learners  (PEL)  at  Eckerd  College  in  St.  Petersburg. 
A degree  earned  through  PEL  is  the  same  as  that 
awarded  in  the  traditional  four-year  program.  Eckerd 
requires  that  students  complete  36  courses  for 
graduation.  The  experienced  learner  can  be  credited 
with  27  courses  based  on  past  educational  attain- 
ments and  life  experiences.  For  example,  an  Asso- 
ciate in  Arts  degree  from  a junior  college  is  worth  18 
courses  or  half  the  36  required.  In  any  event,  every- 
one in  PEL  must  complete  a minimum  of  nine 
courses  to  graduate. 

Course  work  in  PEL  can  be  accomplished  in  a 
variety  of  ways:  directed  study  prepared  by  a faculty 
member,  independent  study  developed  by  the  stu- 
dent (subject  to  approval  by  a faculty  member  and 
the  director  of  PEL),  evening  and  weekend  classes, 
most  of  which  meet  for  eight  weeks,  five  hours  per 
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session.  There  are  also  tutorials,  travel/study  pro- 
grams, and  regular  daytime  college  classes.  With  so 
many  options,  the  student  can  easily  arrange  a 
schedule  best  suited  to  his  particular  lifestyle. 

Dr.  Gerald  Dreller,  Director  of  PEL,  is  im- 
pressed with  the  motivation  of  the  mature  student. 
He  says,  "Many  of  the  PEL  enrollees  have  already 
had  successful  careers.  Some  continue  work  in  the 
same  field;  others  branch  out  into  something  entirely 
different.  Age  does  not  seem  to  limit  performance  — 
most  of  the  students  over  60  graduate  with  honors." 
Dr.  Dreller  states  that  older  people  generally  take  on 
a greater  academic  load  than  their  younger  class- 
mates. 

A good  example  of  a PEL  graduate  is  a 70-year- 
old  successful  electronic  engineer  who  came  to 
Florida  to  care  for  his  father,  a victim  of  Alzheimer's 
disease.  During  this  period  he  decided  to  change  the 
direction  of  his  life.  He  enrolled  in  PEL,  chose  geron- 
tology as  his  major,  and  graduated  with  a 4.0  grade 
point  average.  Since  graduation,  he  has  been  the 
director  of  a senior  center  near  Clearwater. 

The  State  of  Florida  also  funds  Community 
Instructional  Services  (CIS)  which  are  administered 
by  community  colleges  and  county  school  systems. 
Approximately  18,000  courses  are  offered  throughout 
the  state.  An  estimated  500,000  to  600,000  are 
expected  to  attend  this  year.  About  one  third  are 
over  60  years  of  age.  CIS  classes  are  held  almost  any- 
where: community  college  campuses,  adult  educa- 
tion facilities,  senior  centers,  recreation  centers, 
condominiums,  mobile  home  parks,  and  any  place 
there  are  enough  people  interested  in  taking  a class. 
These  classes  are  generally  well  attended;  the  size  is 


limited  only  by  the  space  available.  Often  it  is 
necessary  to  repeat  a class  for  those  who  were  turned 
away  the  first  time  around. 

Conclusion  • Richard  Bolles  (1977),  a work  and  life 
planner,  sees  life  as  divided  into  education,  work 
and  retirement.  He  feels  that  the  ideal  balance 
should  he  equal  amounts  of  work,  play  and  learning. 
Dr.  Robert  Butler  (1975),  the  first  Director  of  the 
National  Institute  on  Aging,  agrees  with  this  concept 
and  sees  a need  to  think  of  education,  work  and  play 
as  running  concurrently  and  continuously  through- 
out life. 

The  older  citizens  of  Florida  are  fortunate  to 
have  so  many  ways  to  keep  mentally  active.  There  is 
something  for  everyone.  These  seekers  of  wisdom 
and  truth  are  typically  alert,  aware,  motivated,  and 
intensely  interested  in  life.  Unfortunately,  "old" 
has  had  bad  press,  reinforced  by  geriatric  studies 
which  mainly  look  at  the  minority  who  are  debili- 
tated, indigent,  or  institutionalized.  The  time  has 
come  to  recognize  what  older  people  can  do  rather 
than  what  they  cannot  do. 

The  patient  with  vague  symptoms  that  defy 
diagnosis  may  be  best  helped  by  a prescription  of 
"Back  to  school."  Focusing  on  community  con- 
cerns or  how  a computer  works  sure  beats  worrying 
about  high  blood  pressure  or  the  possibility  of 
cancer. 


• Ms.  Elgin,  FACE  Learning  Center,  Twin  Tower 
2,  12924  Seminole  Boulevard,  Largo  33544. 
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Alzheimer's  Disease  — 
a team  approach  to  diagnosis 
and  treatment 


Shirley  Cotton,  R.N.,  M.N  and  Sharon  Wodehouse 


ABSTRACT:  Alzheimer’s  Disease  is  a progressive 
organic  brain  disorder  affecting  memory,  mood,  per- 
sonality and  eventually  physical  functioning.  Over 
1.5  million  Americans  are  victims  of  Alzheimer’s 
Disease  and  it  contributes  to  more  than  100,000 
deaths  annually.  Baptist  Medical  Center,  Jacksonville, 
opened  an  Alzheimer’s  Center  in  August  1984.  The 
center  was  established  to  serve  the  needs  of  the 
community,  especially  the  aging  community,  by  of- 
fering diagnostic  services  and  personalized  treat- 
ment for  victims  of  Alzheimer’s  Disease. 
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estimated  four  to  six  percent  of  all  people 
over  the  age  of  65  suffer  from  Alzheimer's  Disease,  a 
progressive  organic  brain  disorder  affecting  memory, 
mood,  personality  and  eventually  physical  func- 
tioning. It  is  more  prevalent  among  women,  and 
victims  have  been  documented  as  young  as  40  years 
of  age. 

Called  the  "disease  of  the  century"  and  the 
"silent  epidemic,"  Alzheimer's  Disease  was  first 
described  by  Alois  Alzheimer  (1864-1915)  through 
an  autopsy,  which  became  the  only  way  to  confirm 
diagnosis.  He  found  two  brain  abnormalities  — an 
accumulation  of  abnormal  fibers  (plaque)  and  the 
appearance  of  tangled  nerve  tissue  These  abnor- 
malities appeared  in  the  part  of  the  brain  associated 
with  memory,  judgment,  concentration,  speech, 
voluntary  responses  and  other  activities  of  daily 
living.  Over  1.5  million  Americans  are  victims  of 
Alzheimer's  Disease  and  it  contributes  to  more  than 
100,000  deaths  annually. 

Various  theories  exist  regarding  the  cause  of 
this  degenerative  disease  but  the  actual  cause  re- 
mains unknown  as  continued  scientific  studies  in- 
vestigate. The  symptoms  include  mood  changes, 
disorientation,  denial,  incontinence,  violence,  loss 
of  speech  and  coordination,  and  eventual  death, 
often  due  to  complications  of  the  disease  itself. 

Baptist  Medical  Center,  Jacksonville,  opened  an 
Alzheimer's  Center  in  August  1984.  The  center  was 
established  to  serve  the  needs  of  the  community, 
especially  the  aging  community,  by  offering  diag- 
nostic services  and  personalized  treatment  for  vic- 
tims of  Alzheimer's  Disease. 

The  goals  of  the  Alzheimer's  Center  at  Baptist 
Medical  Center  are  to  keep  patients  healthy  and 
living  as  normal  a life  as  possible  and  to  avoid  hospi- 
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talization  caused  by  preventable  complications.  Ex- 
plaining and  calling  attention  to  the  existence  of  the 
disease,  which  is  often  mistaken  for  "old  age  mad- 
ness," is  one  of  the  most  important  aspects  of  the 
center. 

One  of  only  a handful  of  programs  of  its  kind  to 
be  established  in  the  country,  the  center  is  certain  to 
become  a model  for  others  around  the  state  and  the 
entire  nation  for  several  reasons.  Perhaps  the  most 
important  of  these  is  the  need  to  understand  the 
disease,  on  the  part  of  the  victims  and  their  families 
as  well  as  the  general  public,  while  treating  the 
symptoms  and  helping  to  keep  the  Alzheimer's  pa- 
tient as  healthy  and  independent  as  possible. 

The  first  event  planned  in  conjunction  with  the 
opening  of  the  center  was  a community  health  edu- 
cation seminar  to  present  information  about  the 
disease.  On  the  day  following  the  announcement  of 
the  seminar,  over  70  calls  were  received.  The  next 
day  over  250  calls  were  taken  along  with  mail  re- 
sponses. 

Due  to  limited  space,  two  additional  seminars 
were  scheduled  to  accommodate  the  nearly  1,000 
people  who  expressed  the  desire  to  attend.  Following 
the  presentation  of  the  seminars,  75  requests  for  ap- 
pointments in  the  center  were  received. 

On  August  21,  the  first  two  patients  were  seen. 
From  this  day  through  the  end  of  1984,  89  patients 
visited  the  center  and  over  60  percent  were  diag- 
nosed as  victims  of  Alzheimer's  Disease. 

More  than  a dozen  of  the  patients,  who  ranged 
in  age  from  40  to  85,  travelled  over  100  miles  to  visit 
the  center.  Phone  calls  have  been  received  from  all 
over  the  United  States  as  well. 

The  center  offers  a multidisciplinary  approach 
to  diagnosis  and  treatment.  The  team  is  composed 
of  a neurologist,  a neuropsychologist,  and  represen- 
tatives of  nursing  services,  social  services  and  pas- 
toral care.  The  family  physician  as  well  as  physical 
therapy,  occupational  therapy  and  speech  therapy, 
may  also  become  involved  in  the  patient's  treatment. 

There  is  presently  no  single  diagnostic  test  for 
the  disease.  A battery  of  tests  including  a thorough 
comprehensive  neurological  and  medical  evaluation 
is  necessary  and  diagnosis  is  made  by  process  of  elim- 
ination and  based  on  clinical  findings. 

Patients  are  seen  on  an  outpatient  basis.  The  pro- 
tocol includes  an  intake  interview  for  social  history 
with  the  patient,  family  and  social  worker.  A nursing 
history  and  assessment  is  initiated  by  a registered 
nurse.  The  neurologist  evaluates  medical  and  neuro- 
logical functioning.  The  neuropsychologist  evaluates 
cognitive  and  functional  abilities  with  the  goal  of 
management  to  maximize  the  "can  do's"  and  mini- 
mize the  patient's  impaired  functions.  Further  com- 
prehensive studies  include  CT  Scan  of  the  brain 
(looking  for  infarcts,  tumors,  atrophy,  etc.),  EEG, 
blood  studies  (to  evaluate  metabolic  and  toxic  dys- 


function such  as  thyroid  studies,  electrolyte  imbal- 
ance, vitamin  deficiencies,  lead  poisoning,  etc.).  One 
purpose  of  such  testing  is  to  rule  out  other  reversible 
causes  of  memory  loss. 

To  assist  in  cost  reduction,  the  center  will  accept 
results  of  tests  performed  less  than  one  year  before 
the  visit. 

After  the  testing  and  evaluations  are  completed, 
the  entire  team  meets  with  the  patient  and  family  to 
discuss  the  diagnostic  findings,  offer  recommenda- 
tions for  the  future  and  assistance  in  long-term 
planning.  The  family  is  given  a copy  of  the  test 
results  and  interpretations  for  their  records  and  a 
follow-up  appointment  may  be  scheduled  in  six 
months  depending  upon  patient  and  family  needs. 

Another  very  important  aspect  of  the  compre- 
hensive diagnostic  approach  of  the  center  is  that 
illnesses  other  than  Alzheimer's  Disease  may  be 
diagnosed.  If  other  than  neurological  problems  are 
discovered,  rather  than  Alzheimer's  or  in  addition  to 
the  disease,  the  patient  will  be  referred  to  other 
specialists. 

The  team  members  remain  available  to  the  pa- 
tients and  to  their  families  for  continued  assistance 
and  support  through  a Family  Support  Group  and 
counseling. 

Those  who  are  faced  with  the  deterioration  of 
their  loved  ones  due  to  Alzheimer's  are  often  puzzled, 
frustrated  and  frightened.  They  react  with  guilt, 
depression  and,  in  rare  cases,  acceptance.  One  of  the 
most  helpful  ways  to  deal  with  these  problems  is 
self-help  support  groups.  Baptist  Medical  Center's 
support  group  was  formed  to  help  share  solutions  to 
the  problems  of  managing  the  patient,  to  exchange 
information  and  to  educate  the  community.  The 
Family  Support  Group  meets  monthly,  on  the  last 
Thursday  of  each  month. 

Caring  for  the  Alzheimer's  victim  is  very  stress- 
ful and  can  lead  to  frustration,  anger,  confinement 
and  depression  for  both  the  victim  and  the  caregiver. 
Although  the  home  is  preferred  as  the  caregiving 
setting,  sometimes  a family  becomes  unable  to  con- 
tinue home  health  care.  The  decision  to  place  a 
loved  one  in  a nursing  home  is  a difficult  one  to 
make. 

When  considering  placement  in  an  extended 
care  facility  (ECF),  two  of  the  most  important  con- 
siderations are  the  care  and  comfort  of  the  patient 
and  the  financial  feasibility  of  the  move.  Medicare 
will  not  pay  for  ECF  placement  when  the  patient  re- 
quires "custodial"  care.  Victims  of  Alzheimer's 
Disease  fall  into  this  category.  Medicaid,  however, 
will  assist  in  long-term  placement  if  the  patient  is 
financially  eligible  for  coverage. 

The  center  provides  counseling  to  assist  the 
family  with  financial  concerns  (due  to  present  in- 
surance reimbursement  policies,  Alzheimer's  Di- 
sease can  be  a financial  disaster  for  patients  and 
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their  families)  and  practical  suggestions  for  a realistic 
adjustment  to  nursing  home  placement  when  home 
care  is  no  longer  possible. 

Evident  from  the  high  level  of  interest  in  the 
Alzheimer's  Center,  as  well  as  from  the  number  of 
patients  who  have  sought  the  center's  help,  the  pro- 
gram is  filling  a vital  need.  As  the  fourth  leading 
killer  behind  heart  disease,  cancer  and  stroke, 
Alzheimer's  Disease  is  finding  its  way  into  the 
public  eye. 

Bills  are  being  sponsored  in  both  the  Florida 
Senate  and  House  of  Representatives  (SB  121  and  HB 
77)  regarding  Alzheimer's  Disease  during  the  1985 
Legislative  Session.  The  bills  include  proposals  for: 
the  creation  of  an  advisory  committee  composed  of 
seven  members  appointed  by  the  Governor  to  make 
recommendations  to  the  Department  of  Health  and 
Rehabilitative  Services;  the  creation  of  an  Alzhei- 
mer's Disease  Research  Trust  Fund;  the  provision  of 
three  HRS  contracted  specialized  model  day  care 


programs  to  be  located  in  Broward,  Escambia  and 
Duval  Counties;  and  the  provision  of  legislative 
funding  for  a memory  disorder  clinic  at  each  of  the 
three  medical  schools  in  Florida. 

Study  of  these  proposals  and  communications 
with  state  legislators  regarding  the  importance  of 
this  legislation  is  extremely  important. 
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Role  of  acute  care  hospital  in 
long-term  care  — a model 
program  on  South  Miami  Beach 
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ABSTRACT:  This  paper  focuses  on  promoting  good 
health  care  for  older  persons  through  opportunities 
for  assessment  and  planning  in  the  community 
hospital  setting  and  briefly  describes  organized  ef- 
forts to  achieve  these  goals  on  South  Miami  Beach. 

Since  1980,  South  Shore  Hospital  has  begun  a 
transition  to  a model  community  geriatric  health 
care  center.  Numerous  activities  — including  a 
Model  Discharge  Planning  Program,  the  Self-Care 
for  Seniors  Program,  the  Caregiver  Training  Pro- 
gram, the  community-oriented  Continuing  Medical 
Education  program  — provided  opportunities  for 
collaboration  between  South  Shore  Hospital  (SSH) 
and  the  Department  of  Family  Medicine  of  the 
University  of  Miami  (UM).  A consortium,  under  the 
leadership  of  the  hospital  and  medical  school,  pro- 
vides mechanims  to  tailor  services  to  needs  rather 
than  reimbursement  as  an  integrated  and  coor- 
dinated health  and  personal  care  service  system  for 
the  elderly.  The  mission  includes  mainstreaming 
the  essential  components  of  such  a system  into  the 
usual  activities  of  each  provider  while  defining 
mechanisms  to  foster  continuity  among  providers. 
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JL  hough  it  seems  obvious  that  optimal  health 
care  for  older  persons  should  incorporate  a long-term 
perspective,  the  potential  roles  of  various  providers 
in  the  health  care  delivery  system  have  not  been 
specified.  This  paper  focuses  on  promoting  good 
health  care  for  older  persons  through  opportunities 
for  assessment  and  planning  in  the  community 
hospital  setting  and  briefly  describes  organized 
efforts  to  achieve  these  goals  on  South  Miami 
Beach. 

Long-term  care  needs  • A description  of  "good" 
health  care  for  the  aged1  includes  an  emphasis  on 
restoration  of  functional  ability,  support  systems,  a 
broadened  approach  to  health  assessment  and  con- 
tinuity of  care.  This  patient-centered  view  calls  for 
an  emphasis  on  long-term  care  needs  in  relation  to 
usual  activities  rather  than  limiting  professional 
responsibility  to  acute  episodes  or  specific  diagnoses. 

The  extent  to  which  our  contemporary  health 
care  system,  which  reflects  society's  technological 
imperative,  meets  the  challenge  of  long-term  "car- 
ing" appears  limited.  For  example,  Medicare  does 
not  pay  for  prescription  drugs  outside  the  hospital, 
eyeglasses,  hearing  aids  or  a variety  of  outpatient 
and  in-home  services  "even  though  such  services 
may  be  effective  in  delaying  institutionalization."2 
However,  the  need  to  address  long-term  care  issues 
is  obvious. 

The  State  of  Florida,  and  especially  those  com- 
munities with  notably  high  proportions  of  elderly 
residents,  face  particular  challenges.  Among  the 
estimated  2.02  million  Floridians  over  age  65  this 
year,3'4  "fraility"*  increases  from  about  7%  for  the 
65-74  year  age  group  to  over  40%  for  the  85  + year 
age  group5.  The  community  hospital  may  provide  a 
unique  opportunity  to  initiate  responsive  long-term 


care  programs  because  of  its  dominance  in  the 
health  care  industry  as  well  as  the  high  utilization 
rate  among  the  elderly. 

Brody  and  Persily  remind  us  that  there  is  no 
other  community  organization  that  serves  more 
older  persons  than  the  community  general  hospital.6 
Older  persons  use  the  hospital  at  twice  the  rate  of 
those  under  65;  about  20%  of  the  elderly  population 
is  hospitalized  each  year.  They  are  likely  to  have 
longer  lengths  of  stay  than  their  younger  counter- 
parts, and  they  are  at  risk  for  rehospitalization  since 
the  majority  of  their  hospitalizations  are  attributable 
to  chronic  conditions.  Thus,  it  seems  reasonable  to 
view  the  acute  episode  in  the  community  hospital 
setting  as  an  opportunity  to  respond  to  long-term 
care  needs  of  the  elderly. 

The  Department  of  Family  Medicine  of  the 
University  of  Miami  School  of  Medicine  has  joined  a 
consortium  of  activities  to  address  long-term  care 
needs  in  the  unique  geriatric  community  of  South 
Miami  Beach,  Florida.  South  Beach,  the  southern- 
most tip  of  the  City  of  Miami  Beach,  is  a catchment 
area  of  3.03  square  miles  with  a permanent  popula- 
tion of  about  40,000  (plus  an  additional  seasonal 
population  of  the  same  size),  approximately  half  the 
city's  total  population.  The  residents  of  South  Beach 
are  largely  elderly  and  indigent:  60%  of  the  perma- 
nent residents  are  over  age  65  and  30%  of  house- 
holds are  below  Housing  and  Urban  Development 
limits  for  "Very  Low  Income."  The  problems  of 
meeting  geriatric  health  care  needs  are  largely  the 
same  for  South  Beach  as  for  other  communities. 
But,  due  to  the  numbers  of  elderly,  economic  depri- 
vation and  geographic  isolation,  problems  exist  here 
in  a blatant  form.  With  its  well-defined  catchment 
area,  South  Beach  has  been  dubbed  a natural  geriatric 
laboratory  for  developing,  implementing  and  testing 
of  approaches  to  health  care  delivery. 

Community  hospital  services  • South  Shore 
Hospital  and  Medical  Center  is  a nonprofit,  fully 
licensed  178-bed  acute  care  general  hospital  which 
is  fully  accredited  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  It  provides  community 
hospital  services  to  the  residents  and  tourists  of 
South  Beach.  It  is  the  only  hospital  located  on  South 
Beach,  and  it  has  the  highest  percentage  of  geriatric 
patients  in  the  entire  United  States  — over  90%  on 
an  inpatient  basis  with  a median  patient  age  of  79 
years. 

Since  1980,  South  Shore  Hospital  has  begun  a 
transition  from  a traditional  acute  care  general 
hospital  to  a model  community  geriatric  health  care 
center.  Numerous  activities  including  a Model 
Discharge  Planning  Program,  Self-Care  for  Seniors 
Programs,  Caregiver  Training  Program,  and  com- 

'Defined  as  the  percent  of  individuals  who  need  help  with  basic  physical  activities  or 
home  management  activities  as  well  as  individuals  who  usually  stay  in  bed  or  need 
devices  to  control  movements  or  urination 


munity-oriented  Continuing  Medical  Education 
program  provided  opportunities  for  collaboration 
between  South  Shore  Hospital  and  the  Department 
of  Family  Medicine  of  the  University  of  Miami 
School  of  Medicine.  An  affiliation  agreement  was 
formalized  early  in  1982. 

These  programs  and  activities,  plus  future 
plans,  were  shared  with  community  leaders  with 
the  aim  of  creating  a system  of  coordinated  services 
and  developing  mechanisms  to  insure  access  and 
continuity  among  all  health  and  personal  care  ser- 
vices needed.  The  resulting  consortium  includes 
South  Shore  Hospital,  University  of  Miami  School 
of  Medicine  and  the  Geriatric  Community  Resources 
Steering  Committee  representing  a full  spectrum  of 
services  — nutrition,  housing,  day  care,  ambulatory 
care,  and  guardianship  — as  well  as  adequate  politi- 
cal representation  to  facilitate  activities. 

The  consortium,  under  the  leadership  of  the 
hospital  and  medical  school,  provides  mechanisms 
to  tailor  services  to  needs  rather  than  reimburse- 
ment as  an  integrated  and  coordinated  health  and 
personal  care  service  system  for  the  elderly.  The 
mission  includes  mainstreaming  the  essential  com- 
ponents of  such  a system  into  the  usual  activities  of 
each  provider  while  defining  mechanisms  to  foster 
continuity  among  providers  — credibly  passing  the 
baton  from  the  acute  care  setting  to  community- 
based  providers. 

The  systematic  identification  of  acute  and 
long-term  health  care  problems,  the  cost-effective 
matching  of  unmet  health  care  needs  with  health 
care  resources  and  services  available  on  site  or  in  the 
community,  and  the  development  of  new  programs 
where  service  "gaps"  exist  has  become  the  primary 
organizational  goal.  Since  needs  assessment  is  the 
driving  force  for  patient  care,  planning  and  program 
development,  this  approach  dictates  requirements 
of  communication  and  cooperation  among  pro- 
viders, service  and  payment  coordination,  efficient 
and  targeted  program  planning  and  innovative  or 
creative  financing  arrangements.  The  South  Shore/ 
University  of  Miami  efforts  to  develop  such  a 
system  are  called  the  Geriatric  Assessment  and 
Planning  (GAP)  Program.  The  goals  and  a strong 
commitment  to  evaluation  of  program  impact  (costs 
and  effectiveness)  have  resulted  in  two  recent  national 
awards: 

The  Robert  Wood  Johnson  Foundation.  South 
Shore  Hospital  and  Medical  Center  is  one  of  23 
hospitals  in  the  nation,  and  the  only  hospital  in  the 
State  of  Florida,  to  be  selected  as  a grantee  in  the  RWJ 
Program  for  Hospital  Initiatives  in  Long-Term  Care. 

W.K.  Kellogg  Foundation.  South  Shore  Hospital 
and  Medical  Center  is  one  of  three  national  sites 
selected  to  participate  in  a large  grant  to  develop 
asessment  technology  under  supervision  of  the  Burke 
Rehabilitation  Center,  New  York. 
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These  development  grants  provide  the  resources 
to  institute  the  core  of  current  activities,  addressing 
the  problems  of  less  than  optimal  matches  between 
patients'  long-term  care  needs  and  services  actually 
provided.  The  core  activities  can  be  described  as 
intake  and  assessment,  linkage  to  needed  commu- 
nity-based services,  monitoring  the  need-service 
utilization  match  and  reassessment  (Fig.  1).  Specific 
organizational  arrangements  and  tasks  have  been 
implemented  to  mainstream  the  core  throughout 
the  South  Shore  Hospital/University  of  Miami  con- 
sortium providers,  focusing  on  the  inpatient  stay  as 
an  opportunity  to  initiate  and  institute  the  most  ap- 
propriate long-term  care  arrangements.  These  tasks 
can  be  summarized  as  requirements  to  integrate  the 
comprehensive  assessment  system,*  provide  ex- 
plicit mechanisms  to  assure  linkage  of  patients 
through  posthospital  service  providers,  provide 
education  and  training  for  primary  caregivers,  pro- 
vide patient  education  and  service  utilization  infor- 
mation, reassess  patients  until  community- 
based  services  are  no  longer  indicated,  provide  pa- 
tient education  and  service  utilization  information, 
and  provide  educational  and  administrative  seminars 
for  in-house  and  community  providers.  Additional- 
ly, patient  assessments  and  utilization  data  are 
analyzed  to  identify  major  service  gaps  and  explore 
mechanisms  for  the  consortium  to  provide  leader- 
ship in  the  development  of  needed  services. 

Numerous  other  activities  are  associated  with 
the  core: 

Patient  Care  Services. 

The  listing  of  patient  care  services  ranges  from 
traditional  inpatient/ancillary/ER  services  to  in- 
home  follow-up,  self-care  and  caregiver  training  and 
geriatric  rehabilitation  to  achieve  a broad  scope  of 
patient  care  services  that  match  this  community's 
needs.  The  service  implementation  schedule  was 
enhanced  by  a major  expansion  program.  This  in- 
cluded the  construction  of  a ten-story,  $12  million 
building  adjacent  to  the  existing  hospital  completed 
in  May  1983,  the  first  new  construction  on  South 
Beach  in  nine  years.  This  site  provides  the  capability 
to  house  community  health  care  and  social  service 
agencies,  transportation  service,  and  fire  rescue. 
Both  staff  expansion  and  organizational  restructur- 
ing have  been  necessary  adjuncts  to  the  patient  care 
services. 

The  South  Shore  Hospital  and  Medical  Center 
has  served  as  host  to  related  patient  care  services 
such  as  the  Miami  Veterans'  Administration  Adult 

•Development  of  comprehensive  assessment  dictated  the  need  for  a functional  health 
status  assessment  mechanism.  Detailed  assessment  and  monitoring  of  changes  in  func- 
tional health  status  began  with  the  development  of  the  Continuing  Care  Assessment 
Form  (CCAF)  in  1981  The  CCAF  has  undergone  many  revisions  and  testing  in  the 
hospital.  It  provides  a mechanism  to  record  and  monitor  changes  in  functional  status, 
medical  status,  and  social  support  status.  The  CCAF  includes  measures  representing 
nearly  the  entire  Long-Term  Health  Care  — Minimum  Data  Set  (1980)  and  Michigan's 
Long-Term  Care  Information  System  (1981)  as  well  as  hospital-specific  information. 
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Day  Health  Center  and  Miami  Beach  Development 
Corporation. 

Cooperative  activities  also  have  developed:  Co- 
sponsorship of  a "Life-line"  program  with  the  Miami 
Veterans'  Administration  Medical  Center  and  of  the 
12th  annual  meeting  of  the  North  American  Primary 
Care  Research  Group  ("Community-Oriented 
Health  Care  — A Brave  New  World"). 

Patient  Information  System. 

The  Integrated  Patient  Information  System 
(IPIS)  is  designed  to  provide  information  necessary 
to  support  and  advance  the  programs  and  services 
identified  in  South  Shore  Hospital’s  long-term  goals 
and  objectives.  At  the  heart  of  the  system  are  the  pa- 
tient data  bases  divided  into  three  major  segments: 
inpatient  data  files,  ambulatory  patient  data  files, 
and  continuing  care  assessment  data  files.  The 
system  provides  the  capability  of  monitoring  needs, 
service  utilization  (directly  for  on-site  services 
delivered  and  through  the  GAP  team  and  reports  for 
off-site  utilization),  expenditures,  quality  of  care, 
and  functional  status. 

Professional  Education. 

Professional  education  activities  at  the  hospital 
have  evolved  from  traditional  Continuing  Medical 
Education  (CME)  to  programs  that  reflect  the  devel- 
opment of  this  center  as  a model  geriatric  communi- 
ty health  care  site.  These  programs  can  be  described 
briefly  as: 

The  first  clinical  geriatric  fellowship-physician 
training  program  in  Florida  jointly  sponsored  with 
the  University  of  Miami  School  of  Medicine  and  the 
Miami  Veterans  Administration  Medical  Center, 
began  in  1982. 

The  Geriatric  Nursing  Program  began  in  Sept. 
1982  with  consultation  from  the  University  of  Miami 
School  of  Nursing  to  coordinate  a geriatric  in-service 
education  program.  The  activities  to  date  have  cen- 
tered on  staff  development  programs  that  include 
department  head  meetings,  a series  of  educational 
seminars  with  certificates  and  buttons  awarded  upon 
completion  and  designation  of  January  as  "Geriatrics 
Awareness  Month." 

Geriatric  Outreach  Education. 

Patient  education  programs  at  South  Shore  have 
evolved  similarly  beginning  with  traditional  diag- 
nostic-specific instruction  to  a current  array  of  senior 
citizen  education  programs  which  extend  far  beyond 
the  hospital  walls.  The  in-hospital  Self-Care  for 
Seniors  Programs  were  adapted  for  numerous  com- 
munity sites.  Similar  "main-streaming"  and  out- 
reach plans  exist  for  the  Caregiver  Training  Program. 
Other  education/outreach  activities  include  "Health 
Awareness"  monthly  programs,  community  presen- 
tations and  co-sponsored  events,  monthly  Alz- 
heimer's Self-Help  group  meetings,  twice-weekly 
Caregiver  Support  group  meetings,  Pacemaker  Club 
and  the  Volunteer  Training  Program. 


Fig.l.  — Pictorial  representation  of  geriatric  assessment  and  planning  (CAP)  program. 
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Program  Evaluation  and  Research. 

The  Division  of  Research  of  the  Department  of 
Family  Medicine,  University  of  Miami  School  of 
Medicine,  has  been  instrumental  in  the  implemen- 
tation of  formative  evaluation  for  programs  initiated 
over  the  past  several  years  with  the  Continuing  Care 
Assessment  Form  as  the  basic  data  input. 

Conclusion  • The  University  of  Miami/South 
Shore  Hospital  and  Medical  Center  consortium  has 
taken  major  steps  to  integrate  the  South  Beach  com- 
munity medical,  health,  and  social  service  activities 
philosophically  and  programmatically. 

Though  hospitals  may  be  viewed  as  complex 
organizations  representing  hard-to-move  bureauc- 
racies, there  are  some  clear  benefits  in  promoting  a 
comprehensive  and  coordinated  system.  These  in- 
clude increases  in  referrals  resulting  from  expanded 
number  and  quality  of  services  provided  by  the 
hospital,  increases  in  revenues  from  an  expanded  pa- 
tient population,  diversification  in  revenue  sources, 
decreases  in  numbers  of  administrative  days  for  pa- 
tients who  can  be  placed  more  effectively,  and 
decreases  in  problems  with  patient  interaction  at- 
tributable to  training  and  education  in  geriatrics  and 
gerontology.  Further  advantages  include  decreased 
interagency  problems  as  secondary  effects  of  the  co- 
operation mandated  by  the  various  programs. 


Of  particular  importance  is  the  recognition  by 
this  consortium  that  rational  and  responsive  health 
care  delivery  to  older  persons  may  be  possible  with 
major  health  care  institutions  as  program  initiators, 
but  that  community  input  and  constant  evaluation 
with  a focus  on  patient  functioning  must  drive  the 
system  of  care. 
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Megatrends  in  volunteering 
for  and  by  the  aging 


Virginia  Essex 


ABSTRACT:  Florida  is  experiencing  unprecedented 
growth  in  its  aging  population.  Challenges  to  respond 
to  the  unique  needs  of  both  the  young-old  and  the 
old-old  have  been  given  to  public,  private  and  volun- 
tary communities.  Extensive  networking  by  this 
triad  has  been  taking  place  for  the  past  two  years. 
Progress  is  being  made  in  development  of  well- 
managed,  cost-effective  volunteer  programs  involv- 
ing the  state 's  migrating  elderly  as  well  as  local  citi- 
zen retirees.  Research  and  feedback  from  many 
sources  have  shown  that  there  is  a greater  need  than 
ever  for  volunteers  and  that  people  want  to  volun- 
teer. There  are  those  who  are  willing  to  sponsor  and 
facilitate  volunteer  activities;  in  essence,  the  oppor- 
tunity for  development  of  voluntarism  abounds. 
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D uring  the  past  40  years,  Florida's  elderly  popu- 
lation has  grown  elevenfold  while  the  total  popula- 
tion increased  only  fivefold  since  the  1940  census. 
This  massive  growth  has  prompted  contemporary 
observers  to  articulate  what  is  now  rather  commonly 
referred  to  as  a "demographic  imperative"  (Com- 
mittee on  Labor  and  Human  Resources,  United 
States  Senate,  March  22,  1982).  Simply  stated,  the 
tremendous  increase  in  the  aged  population,  relative 
to  the  population  as  a whole,  presents  a challenge  to 
the  State  of  Florida  and  its  communities  to  under- 
stand and  effectively  respond  to  the  unique  needs  of 
the  aged.  A plethora  of  data  highlights  the  problems. 

Florida  is  first  in  the  nation  in  percentage  of 
elderly  60  plus  to  the  total  state  population  (23.6%). 
Florida  has  2.5  million  elderly  now  and  will  have  3.6 
million  by  the  year  2000.  Further,  the  75  plus  popu- 
lation has  doubled  in  the  last  eight  years  and  the  85 
plus  population  increased  155.3%  between  1970  and 
1980. 

Migration  is  a critical  factor  in  the  state's  elderly 
population  growth  and  composition.  In  1979  one 
fifth  of  all  residents  60  years  and  older  had  moved  in- 
to Florida  within  the  previous  five  years. 

The  average  income  of  immigrants  is  one  third 
higher  than  permanent  residents  and  they  are  less 
likely  to  enter  the  labor  force. 

The  longer  term  impact  of  the  elderly  "snow- 
birds" is  negative,-  however,  in  terms  of  health  and 
social  service  demands  in  the  community  because  of 
a number  of  factors  which  lead  to  increased  depend- 
ence. 

In  a recent  needs  assessment,  the  elderly  were 
most  concerned  about  health-related  problems  and 
the  fact  that  they  will  need  someone  to  care  for 
them  when  they  become  ill  or  dependent. 
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Transportation  is  an  important  factor  both 
economically  and  socially  since  only  52%  of  persons 
over  age  65  have  driver's  licenses. 

Within  these  data  significant  pockets  of  vulner- 
ability exist,  i.e.,  single  females  living  alone, 
minorities  and  the  old-old,  all  of  whom  tend  to 
become  more  dependent.1 

On  September  29,  1980,  Governor  Bob  Graham 
in  an  address  to  the  1980  Governor's  Conference  on 
Aging  at  Orlando  pledged  to  marshal  the  resources  of 
the  state  to  meet  the  challenge  of  serving  the  rapidly 
growing  population  of  elderly  citizens.  An  inflation- 
ary and  uncertain  economy,  reluctance  of  taxpayers 
to  support  increased  federal  spending,  and  realiza- 
tion that  government  is  unable  to  provide  all  the 
money  necessary  to  maintain  diverse  human  service 
needs  demanded  that  alternatives  be  sought.  Since 
many  organizations  serving  the  elderly  use  volun- 
teers to  meet  their  goals  and  objectives,  could  ex- 
panded recruitment,  training  and  utilization  contri- 
bute to  the  enhancement  of  the  quality  of  life  for  the 
elderly?  The  impact  on  cash  containment  could  be 
substantial. 

Voluntarism  — philosophy  or  reality?  • "Volun- 
tarism is  a cornerstone  of  the  American  way  of  life 
and  a fundamental  characteristic  of  our  American 
heritage.  The  generosity  and  civic-mindedness  of 
the  American  people  have  long  been  a noted  aspect 
of  our  Nation.  Since  its  inception,  this  has  been  a 
country  in  which  neighbor  has  lent  a hand  to  neigh- 
bor, and  families  have  banded  together  to  help  one 
another  in  times  of  adveristy.  Greater  emphasis 
must  be  placed  on  developing  increased  community 
commitment  to  voluntary  service  and  on  developing 
more  volunteer  leaders."2  This  statement  from 
President  Reagan's  proclamation  declaring  1983  the 
National  Year  of  Voluntarism  established  a new 
theme  and  offered  a partial  solution  to  those  strug- 
gling with  budget  cuts. 

But  where  are  these  volunteers? 

The  1983  Gallup  Survey  on  Volunteering  reveals 
that  the  total  number  of  persons  volunteering  is  92 
million,  an  increase  of  3%  over  the  1981  survey 
(1981  — 52%,  1983  — 55%).  So,  slightly  better  that 
50%  of  the  American  population  volunteers.  What 
can  we  say  about  the  almost  50%  who  apparently  do 
not?  We  can  say  it  is  time  they  do.  Physicians  can 
advise  their  patients  to  volunteer.  There  is  great 
need  to  involve  more  people  in  volunteer  programs 
for  their  own  sake  and  for  the  good  of  their  commun- 
ities. Who  knows  better  than  the  medical  profession 
the  healing  effects  of  sharing  time  and  talents  with 
another  person  or  a valued  cause? 

If,  then,  there  is  need  to  involve  more  people  in 
volunteer  programs  for  their  own  sake  and  for  the 
good  of  their  communities,  why  are  our  efforts  not 
more  impressive? 
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Several  years  ago  George  Romney  spoke  about 
the  need  of  programs  for  voluntary  action  by  the 
people  through  the  "organization  of  voluntary  ef- 
fort." Regretfully,  even  at  this  moment  in  history 
when  so  many  are  aware  of  the  importance  of /and 
the  need  for  volunteerism,  our  programs  are  not 
organized  effectively.  Why  is  it  that  frequently  the 
position  of  Director  of  Volunteers  is  so  often  rele- 
gated to  a part-time  status?  Why  is  not  specific 
education  and  training  for  the  volunteer  manager  a 
job  requirement  and  why  is  the  renumeration  not 
commensurate  with  the  person's  abilities?3 

If  volunteerism  is  a vital  component  of  public/ 
private/voluntary  partnerships,  then  many  avenues 
must  be  opened  to  develop  this  profession.  Both 
noncredit  and  credit  courses  in  volunteer  manage- 
ment are  being  offered  in  a few  colleges  in  Florida. 
These  courses  should  be  widely  replicated.  It  is  no 
accident  that  the  Association  for  Volunteer  Admin- 
istration is  moving  toward  credentialing  the  pro- 
fession through  a certification  program. 

Clearly,  if  we  are  to  accept  the  challenge  of  ex- 
panding and  increasing  volunteerism  for  and  by  the 
elderly,  steps  that  must  be  taken  will  include:  (1) 
strengthening  the  already  existing  programs  by 
bringing  together,  organizing  and  coordinating  their 
efforts,  (2)  bridging  the  existing  gap  between  the 
voluntary  sector,  private  sector  and  public  sector, 
and  (3)  educating  these  participants  in  modern  vol- 
unteer program  management  techniques. 

The  idea  of  using  senior  volunteers  to  augment 
social  service  delivery  is  not  necessarily  a response  to 
the  loss  of  funding.  Volunteers  will  not  replace 
those  who  have  been  cut  back  or  cut  out  of  the  sys- 
tem. They  are,  however,  a resource  which  lies  within 
the  population  of  this  state.  That  population  itself  is 
aging,  and  the  aging  population  is  growing.  In  addi- 
tion to  utilizing  the  expertise  of  senior  citizens  in 
the  areas  of  health  care  and  social  services,  there 
will  be  many  other  areas  such  as  consultants  to 
business  and  to  government,  as  educators,  planners, 
and  even  critics  whose  experience  in  management 
may  point  out  better  directions. 

In  January  1983  the  Aging  and  Adult  Services 
Program  Office  of  the  Florida  Department  of  Health 
and  Rehabilitative  Services  received  a grant  from  the 
U.S.  Department  of  Health  and  Human  Services  and 
the  Administration  on  Aging  to  develop  the  "Florida 
Program  for  Public/Private  Initiatives  for  and  by  the 
Elderly  — THE  NETWORK."  This  program  focused 
on  creating  or  improving  liaison  between  the  public/ 
private/voluntary  sectors.  Each  sector  was  encour- 
aged and  aided  at  the  community  level  to  collect  and 
share  information,  identify  available  resources,  and 
develop  and  implement  plans  of  action  to  fill  the 
void  created  by  budget  restrictions.  Many  public/ 
private  organizations  work  for  and  with  the  elderly 
but  they  are  unconnected  except  within  categorical 


or  agency  boundaries.  It  was  evident  that  a network 
to  support  the  activities  of  these  different  organi- 
zations was  beginning  to  function  but  additional 
concentration,  cooperation  and  orchestration  was 
needed. 

The  expertise,  skills  and  resources  necessary  to 
assist  in  the  development  and  implementation  of 
programs  for  the  elderly  were  certainly  available 
within  the  private  sector;  yet  few  efforts  had  been 
made  to  effectively  connect  private  sector  strength 
with  public  sector  need.  Could  a plan  be  developed 
that  would  utilize  those  seniors  who  were  willling 
to  volunteer  service  to  others  and,  at  the  same  time, 
enhance  the  lives  of  those  aged  persons  who  had  dif- 
ficulty in  caring  for  themselves?  Establishment  of 
THE  NETWORK  was  not  envisioned  as  the  creation 
of  a new  organization  or  structure  but  as  a process  or 
mechanism  for  developing  relationships  between 
the  diversified  sectors,  unifying  efforts  in  seeking 
creative  solutions  to  the  identified  issues,  and  main- 
taining communications  through  channels  of  a net- 
working system.  The  concept  of  networking  was 
certainly  not  a new  one;  yet  its  relevance  and  impor- 
tance has  come  to  represent  an  effective  means  by 
which  to  seek  solutions  to  many  emergent  societal 
problems. 

Conclusions  • Florida  as  a trendsetter  for  the  nation 
is  entering  into  a new  era  of  experimentation,  of 
new  ways  of  meeting  old  needs,  of  new  people  in- 
volvement and  more  collaboration  and  cooperation 
between  diverse  groups. 

A foundation  on  which  to  build  good  public/ 
private/voluntary  partnerships  is  in  place.  The  vol- 
untary agencies  within  the  state  are  acutely  aware  of 
the  need.  They  are  eager  to  move  forward  to  expand 
their  services  in  collaboration  with  the  private  sec- 
tor. The  weakest  link  is  the  failure  of  the  public  sec- 
tor to  establish  the  necessary  mechanism  to  supply 
what  is  lacking.  Government  entities,  whether  state 
or  local,  must  establish  credentialed  volunteer  pro- 
grams that  will  clearly  define  the  purpose  and  scope 
of  their  operation.  When  their  level  of  commitment 
has  been  elevated  to  provide  coherence  and  direction, 
assistance  of  business  and  industry  can  more  readily 
be  meshed  within  this  structure. 


Each  component  must  know  and  understand 
each  other's  roles.  All  must  work  together  in  mutual 
trust  and  support.  This  may  take  time  and  require 
the  services  of  an  outside  negotiator,  but  within  this 
framework  all  can  share  knowledge  and  expertise  to 
the  mutual  and  healthful  benefit  of  their  communi- 
ties. 

The  business  and  industry  members  of  the 
NETWORK'S  Public  Sector  Resource  Group  strongly 
encouraged  and  offered  their  personal  expertise,  as 
well  as  that  of  their  companies,  to  the  adoption  of 
marketing  management  concepts  by  social  service 
and  nonbusiness  organizations.  There  is  evidence  in 
recent  literature  that  marketing  to  include  not  only 
goods  but  ideas,  people  and  concepts  is  receiving 
wider  acceptance. 

The  next  steps  must  be  to  solidify  a direct  plan 
of  action,  to  energize  local  initiatives,  and  to  activate 
programs  where  needed.  Together  the  public/private/ 
voluntary  sectors  can  achieve  the  goals  of  estab- 
lishing systems  that  will  provide  a positive  quality 
of  life  for  the  elderly  of  Florida  in  the  most  appro- 
priate and  cost  effective  manner  possible. 

Volunteering  by  our  elderly  and  for  our  elderly 
offers  hope.  "For  in  the  rejuvenation  of  voluntarism 
is  proof  that  our  best  hope  lies  in  something  as  simple 
as  venturing  forth  from  the  comfort  and  familiarity 
of  our  own  homes  — and  discovering  who  our  neigh- 
bors really  are."4 

Editor’s  Note  • As  used  in  this  article,  voluntarism  is  a 
philosophical  concept  referring  to  voluntary  action  by  the  private 
sector  — those  not  affiliated  with  government.  Volunteerism,  on 
the  other  hand,  describes  the  "people-helping-people  process,” 
organized  or  not. 
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Caregivers  of  the  demented  elderly 
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ABSTRACT:  Dementia  devastates  not  only  the 
patient  but  also  the  family.  Family  members,  usual- 
ly a wife,  daughter,  or  daughter-in-law,  the  major  pri- 
mary caregivers  for  those  demented,  are  unprepared 
for  the  role  which  produces  much  personal  and  intra- 
familial  stress.  We  have  developed  and  are  testing  a 
program  termed  Directive  Training  to  improve 
knowledge  about  dementia  and  coping  skills  of  fam- 
ily caregivers  in  order  to  provide  better  care  for  their 
demented  relative  and  to  determine  whether  this 
can  delay  or  avoid  institutionalization.  Directive 
Training  includes  (a)  information  about  dementia, 
(b)  an  approach  to  coping  strategies,  (c)  knowledge  of 
community  resources,  and  (d)  information  about 
legal  issues.  Physicians  who  care  for  demented  pa- 
tients need  to  look  upon  themselves  as  diagnosticians 
as  well  as  sources  of  information  and  support  to  fam- 
ily caregivers.  This  requires  a knowledge  of  (a)  de- 
menting diseases,  (b)  available  community  resources, 
and  ( c ) the  types  of  problems  faced  by  caregivers  of 
the  demented  elderly. 
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A 

1 lmong  America's  23  million  elderly,  about  a 
million  (4.1%)  have  a serious  cognitive  impairment 
termed  dementia.  An  additional  11%  (2.5  million) 
have  mild  to  moderate  dementia.1  It  is  the  major 
reason  for  60%  to  80%  of  nursing  home  placements. 

Dementia  is  not  a normal  concomitant  of  aging 
but  indicates  some  underlying  disease  and  demands 
careful  medical  evaluation.2  Important  causes  of 
reversible  dementia  are  drug  intoxications,  depres- 
sion, and  metabolic  derangements.  The  cause  in 
most  patients,  however,  is  usually  Alzheimer's  dis- 
ease and  less  often  multiple  cerebral  infarctions 
(multi-infarct  dementia). 

Families  • For  those  demented  elderly  not  institu- 
tionalized, the  burden  of  care  falls  on  their  family.3 
Even  when  not  totally  dependent,  demented  elders 
need  others  for  maintenance.  The  sad  and  frighten- 
ing process  of  mental  deterioration  stresses  and  can 
divide  the  older  person's  family.  Contrary  to  popular 
belief,  families  do  not  abandon  their  failing  elders 
but  rather  make  up  the  largest  group  of  caregivers.4 
The  importance  of  the  family  cannot  be  overesti- 
mated. As  dependencies  increase,  so  do  interactions 
with  the  family.5-7  Emotional  support,  nurturance, 
and  intimacy  — elements  that  become  more  critical 
as  the  impaired  elder  becomes  less  independent  — 
can  only  be  offered  by  the  family.  The  family  direct- 
ly affects  the  quality  of  the  demented  elder's  life. 

Unlike  recognized  physical  ailments  that  affect 
the  elderly,  cognitive  impairment  is  insidious  and 
engenders  much  misunderstanding  and  intergenera- 
tional  conflict.8  The  inability  of  families  to  manage 
behavioral  problems  in  demented  relatives  is  a major 
cause  of  stress  in  caregivers  and  is  the  major  reason 


leading  to  institutionalization  of  the  elder.  The  in- 
creasing demands  of  failing  elders  on  relatives  leads 
to  resentment  and  emotional  conflicts9.  10  and  at 
times  to  neglect  and  abuse.11 

Most  caregivers  are  spouses  or  adult  children, 
supplemented  by  other  family  members.  A spouse 
will  usually  serve  as  the  primary  caregiver  for  as  long 
as  possible.  If  the  spouse  is  no  longer  living  a middle- 
aged  child  is  likely  to  be  the  caregiver.  Nearly  as  many 
children  are  primary  caregivers  as  are  spouses.3 

Primary  caregivers  usually  are  women  (70%  to 
90%).  Since  women  live  longer  than  men  and  wives 
usually  are  younger  than  their  husbands,  the  wife 
often  serves  as  caregiver.  Adult  children  who  serve 
as  primary  caregivers  are  most  often  daughters  or 
daughters-in-law.  Since  many  women  work,  they 
assume  the  role  of  both  worker  and  caregiver.  The 
caregiver  role  is  added  to  those  of  wife,  homemaker, 
mother,  and  worker,  increasing  the  stress  placed  on 
these  women.3 

Relatives  become  caregivers  for  many  reasons: 
out  of  a sense  of  obligation;  in  order  to  repay  parents 
for  what  they  have  done;  the  desire  to  care  for  an  elder 
at  home  rather  than  placing  him  or  her  in  a nursing 
home;  and  in  an  attempt  to  assuage  guilt  over  past 
events.3  For  the  most  part,  families  are  not  aided  in 
their  efforts  to  care  for  their  aging  relatives.  Families 
have  a poor  understanding  of  dementia.  Physicians 
have  not  served  as  a source  of  support  or  informa- 
tion.12 Seldom  is  the  focus  on  the  family  even  though 
aging  is  a family  affair.13  There  are  few  services  avail- 
able to  assist  the  family  in  handling  day  to  day  prob- 
lems accompanying  the  increasing  demands  on  time 
and  energy  that  result  from  caring  for  a demented 
elder.  Adult  children  are  not  provided  with  the  assis- 
tance needed  in  their  struggle  to  care  for  old  people. 
They  generally  lack  information  on  what  to  expect 
in  terms  of  physical  and  emotional  demands  that 
will  occur  in  caring  for  a relative  with  increasing  in- 
tellectual impairment  and  they  have  limited  knowl- 
edge of  community  resources  that  might  make  their 
task  easier.  Home-based  community  care  depends 
on  the  availability  of  social  support  to  the  family. 
But  it  seems  that  family  caregivers  are  often  ignored 
in  the  combination  of  services  to  the  elderly  which 
have  as  their  single  focus  the  impaired  person  and 
not  the  social  milieu  in  which  this  person  functions. 

Most  family  caregivers  need  help  in  learning  to 
assume  the  role.  There  is  no  preparation  in  our  soci- 
ety for  this  kind  of  role  with  its  duties,  stress,  and 
frustration.  No  description  or  expectation  for  the 
role  exists.3 

The  likelihood  of  institutionalization  is  mark- 
edly reduced  if  a demented  elder  has  a caregiver  in 
the  family.  A British  study14  of  83  demented  persons 
living  in  the  community  showed  that  after  a year  of 
observation,  70%  were  either  dead  or  institutional- 
ized (30%  and  40%  respectively).  The  cardinal  factor 


affecting  viability  in  the  community  was  family  sup- 
port. Forty-six  percent  of  the  demented  elders  living 
with  their  children  remained  as  community  resi- 
dents after  a year.  Those  living  with  their  spouse  did 
not  fare  as  well  while  those  living  alone  had  the 
poorest  outcome. 

Support  groups  • Support  groups  for  relatives  caring 
for  the  demented  elderly  in  the  community  have 
sprung  up  in  response  to  a need.12-  15  These  groups 
provide  a forum  for  discussion  and  support.  They  are 
economical  on  professional  time,  supplement  other 
types  of  support,  provide  information,  and  allow 
sharing  of  practical  experiences  in  coping.  The  expe- 
riences of  these  groups  indicate  common  themes 
that  need  to  be  emphasized  in  developing  support 
programs.  The  groups  are  felt  to  benefit  relatives  and 
to  act  as  an  important  treatment  aid  to  the  demented 
elderly.12. 15  The  reported  benefits  of  group  participa- 
tion are  better  understanding  of  dementia,  more 
appropriate  expectations,  less  guilt,  anger,  and  frus- 
tration, a sense  of  support,  and  less  isolation.12 

Directive  training  • With  a greater  knowledge  about 
dementia,  what  to  expect,  and  how  to  approach  prob- 
lems, the  family  might  experience  less  stress,  cope 
better,  use  available  resources  more  fully,  provide 
better  care  for  their  demented  relative,  and  hence 
postpone  or  eliminate  institutionalization.  The  de- 
mented elder  also  would  profit  from  receiving  im- 
proved care  in  a familiar  setting  and  thus  tend  to 
diminish  dependency  and  delay  institutionalization. 
Although  the  number  of  support  groups  for  relatives 
are  increasing,  no  controlled  scientific  evaluation  of 
their  impact  on  caregivers,  the  demented  elder,  or 
the  rate  of  institutionalization  has  ever  been  under- 
taken. Our  aim  is  to  fill  a gap  by  scientifically  assess- 
ing under  controlled  conditions  the  impact  of  a sup- 
port group  on  both  caregivers  and  the  demented  elder 
by  quantifying  psychologic  effects  and  any  altera- 
tions in  the  pattern  of  institutionalization.  We  term 
our  technique  of  combined  information  relevant  to 
aging  and  the  caregiving  role  and  emotional  support 
Directive  Training;  simultaneously  the  family  is 
given  emotional  support,  shares  its  problems,  feel- 
ings, and  solutions,  and  is  provided  with  informa- 
tion about  dementia  and  how  to  approach  and  care 
for  the  demented  person. 

A.  Dementia  • First,  an  overview  of  dementia  is 
presented.  Dementia  is  defined  and  symptoms  are 
described  and  explained  so  that  caregivers  will  realize 
that  behavior  that  may  be  interpreted  as  willful  or 
contrary  (such  as  refusing  to  dress)  may  represent  a 
lost  ability.  The  causes  of  dementia  are  reviewed  and 
the  need  for  a careful  medical  evaluation  is  stressed. 
Dementia  can  be  transiently  worsened  by  many  fac- 
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tors  such  as  illness  or  change  of  environment.  Treat- 
ment is  approached  from  three  facets.  First,  although 
no  specific  therapy  exists  for  progressive  dementias, 
e.g.,  Alzheimer's  disease,  remarkable  progress  in  ap- 
proaching this  problem  has  occurred  in  the  past  few 
years  and  one  should  not  lose  hope  of  some  beneficial 
approaches  being  developed  in  the  not  too  distant 
future.  Second,  demented  persons  with  so-called 
irreversible  dementia  can  have  improvement  in  their 
cognitive  function  if  other  medical  problems  are 
treated.16  Treating  cardiac  and  respiratory  disease 
can  improve  general  function  and  intellectual  ability. 
We  all  do  better  when  we  feel  better.  Third,  emo- 
tional problems  that  often  accompany  dementia  are 
often  readily  amenable  to  treatment  with  psycho- 
active drugs.  Many  demented  elders  with  emotional 
difficulties  can  be  markedly  improved  with  the  judi- 
cious use  of  appropriate  medicines. 


B.  Coping  • An  approach  to  coping  with  the  dis- 
ordered behavior  of  the  demented  elder  presents  a 
description  of  behavioral  problems,  caregivers' 
reactions  to  these,  coping  mechanisms,  and  hints 
from  those  present  who  have  faced  these  problems. 
A list  of  frequently  encountered  behavioral  dif- 
ficulties is  presented  (Table  l).15'  17  Reactions  to 
stress  of  caring  for  the  demented  elder  (Table  2)  are 
enumerated.12.  15'  17-  18  The  effort  is  to  indicate  that 
these  are  understandable  responses  and  occur  to 
varying  degrees  in  all  caregivers.  Coping  mechanisms 
and  approaches  to  problem  behaviors  are  discussed. 
Lastly,  hints,  solutions,  and  approaches  are  shared 
(Table  3). 

A list  of  books  directed  at  providing  caregivers 
with  information  and  insight  in  caring  for  the  de- 
mented person  is  given  (Table  4). 

In  addition,  caregivers  are  instructed  in  how  to 
better  use  the  medical  care  system.  It  is  suggested 
that  their  demented  elder  have  a thorough  and  care- 
ful medical  evaluation  looking  for  the  cause  of  de- 
mentia which  in  a minority  of  cases  might  be  com- 
pletely or  in  part  reversible,  and  to  detect  other  med- 
ical problems  which  when  treated  might  lead  to  a 
better  state  of  health  and  secondarily  to  improve  cog- 
nitive functioning.  Many  doctors,  unskilled  in  geri- 
atrics, mistakenly  think  that  demented  elderly  pa- 
tients cannot  be  helped.  This  leads  to  despair  on  the 
part  of  the  caregiver. 

In  order  to  make  doctor  visits  more  productive, 
caregivers  are  urged  not  to  rely  on  memory  but  to 
bring  in  all  medicines  at  each  visit.  They  are  in- 
structed to  be  precise  and  to  write  down  specific 
medical  complaints  or  questions.  Lastly,  the  care- 
giver must  not  hesitate  to  tell  the  doctor  if  medical 
advise  is  not  completely  understood.  If  instructions 
are  not  clear,  whether  coming  from  a physician, 
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Table  1.  — Problem  Behaviors  in  Demented  Elders. 

Memory  Loss 

Communication  problems 
Expressive  aphasia 
Trouble  understanding 

Confusion  and  disorientation 
Not  recognizing  caregivers 

Waking  at  night 
Interrupting  caregivers  sleep 

Wandering  (day  or  night) 

Problems  at  mealtimes 
Falling 

Inappropriate  sexual  activity 
Incontinence  (urinary  or  fecal) 

Repeated  questioning  or  activity 

Crying 

Negativism 

Resistance  to  care,  e.g.,  bathing 
Arguing 

Critical,  demanding  behavior 

Aggression 
Angry  outbursts 
Hitting 

Emotional  lability 

Catastrophic  reactions 
Strong  emotional  outburst  due  to  not 
being  able  to  perform  a task 

Paranoia 
Suspiciousness 
Accusations 
Hiding  things 

Delusions 

Hallucinations 


Table  2.  — caregivers  Reactions  to  Stress. 
Anger 

Resentment 

Frustration 

Feeling  trapped 

Isolation 

Depression 

Guilt 

Fatigue 

Ambivalence  toward  demented  elder 
Family  conflict 
Concerns  over  money 
Difficulty  assuming  role  of  caregiver 

Loss  of  self-identity 
Lack  of  time  for  self 
Loss  of  friends 

Loss  of  time  for  pleasurable  activities 
Worry  about  becoming  ill 
Worry  about  demented  elder's  behavior 


Table  3.  — Suggestions  for  Coping  with 
Caring  for  Demented  Elder. 


1.  Get  assistance  from  others 

Accept  help  when  it  is  offered 

Ask  family  or  friends  to  help  when  necessary 

Hire  someone  if  you  need  to 

2.  Get  needed  rest 

Assure  sleep 

Take  off  an  afternoon  or  night  each  week 

3.  Maintain  social  contacts 

Go  out  with  a friend 

Continue  hobbies,  participation  in  organizations, 
and  other  pleasurable  activities 

4.  Do  not  expect  to  get  much  done;  caregiving  is 

time  consuming.  Pace  yourself  accordingly 

5.  Develop  strategies  to  deal  with  unpleasant  behavior 

6.  Do  not  feel  guilty  about  getting  angry  at  demented 

elder 

Caregivers  are  not  saints 
The  demented  person  will  not  remember  the 
incident 

7.  Accept  that  the  demented  elder  will  not  get  better 

8.  Seek  out  a local  support  group 

Realize  you  are  not  alone 
Increase  ability  to  cope 
Shared  feelings  and  problems 
You  can  help  others 


Table  4.  — Books  About  Caring  for 
the  Demented  Elderly 


Mace,  N.L.;  Rabins,  P.V. 

The  36-Hour  Day 

Baltimore,  The  Johns  Hopkins  University  Press,  1981 
Reisberg,  B. 

A Guide  to  Alzheimer's  Disease: 

For  Families,  Spouses,  and  Friends 
New  York,  The  Free  Press,  1981 

Powell,  L.S.;  Courtice,  K. 

Alzheimer's  Disease:  A Guide  for  Families 
Reading,  Massachusettes,  Addison-Wesley  Publishing  Co., 
1983 

Weston,  L.L.;  White,  A. 

Dementia  - A Practical  Guide  to  Alzheimer's  Disease  and 
Related  Illnesses 

New  York,  W.H.  Freeman  and  Co.,  1983. 


nurse,  pharmacist,  or  other  health  worker,  the  care- 
giver must  ask  for  a repeat  explanation  until  it  is 
clear. 

C.  Community  resources  • A list  of  community  re- 
sources that  may  be  helpful  is  provided.  These  will 
vary  from  one  city  to  another  but  included  are  day 
care  centers,  respite  services,  home  health  aids,  sit- 
ters, community  groups,  services  provided  by  the 


Older  Americans'  Council,  etc.  An  explanation  of 
what  Medicare  does  and  does  not  cover  is  presented. 
How  to  apply  for  disability  for  the  demented  elder  is 
explained.  Eligibility  for  Medicaid  and  food  stamps 
is  presented.  The  Alzheimer's  Disease  and  Related 
Disorders  Association  (360  North  Michigan  Avenue, 
Chicago,  IL.,  60601)  is  a national  organization  with 
local  chapters  and  support  groups.  It  publishes  a 
bulletin  and  has  listings  of  affiliated  support  groups. 

D.  Legal  issues  • Legal  issues  are  important,  com- 
plex, and  vary  from  state  to  state.  Topics  covered  are 
power  of  attorney,  competency,  guardianship,  finan- 
cial matters,  wills,  and  inheritance.  This  is  a par- 
ticularly labyrinthine  area  requiring  the  assistance 
of  a knowledgeable  attorney.  Since  the  problem  of 
dementia  has  only  recently  become  recognized  as  a 
major  issue,  many  existing  laws  are  not  written  in 
such  a manner  that  they  approach  or  hit  upon  crucial 
areas  in  what  is  needed  to  both  protect  and  care  for 
the  elderly. 

Conclusions  • Physicians  need  to  increase  their 
awareness  and  sensitivity  about  dementia  and  must 
be  familiar  with  approaches  to  diagnosis  and  man- 
agement. Family  caregivers  are  the  crucial  element 
in  the  care  and  maintenance  of  demented  persons  in 
the  community.  Physicians  need  to  provide  informa- 
tion and  support  to  caregivers  and  make  themselves 
knowledgeable  about  community  resources,  espe- 
cially Alzheimer  support  groups. 

Communities  need  to  examine  the  needs  of  their 
citizens  in  relation  to  this  common  and  devastating 
problem.  Not  only  government  (federal,  state,  and 
local)  but  also  churches,  service  organizations,  and 
volunteer  groups  can  do  much  to  improve  the  lot  of 
both  caregivers  and  demented  elders. 

The  directive  training  sessions  punctuated  some 
important  aspects.  Caregivers  appreciated  the  infor- 
mation given  and  considered  it  valuable.  Suggestions 
for  coping  were  highly  regarded.  At  the  same  time, 
caregivers  felt  trapped  by  a lack  of  interest  and  con- 
cern for  the  demented  elder  and  the  caregivers  as 
manifested  by  sparse  community  resources  (such  as 
sitters)  and  particularly  by  a system  of  payment  for 
services  that  essentially  ignored  dementia  and  re- 
quired that  the  demented  elder  (and  often  the  spouse) 
needed  to  become  impoverished  before  any  program 
assistance  was  available.  The  legal  code  that  im- 
pinges on  the  problems  of  demented  elders  was  not 
designed  for  the  difficulties  faced  by  this  appreciable 
segment  of  our  elderly  population.  Pertinent  laws 
need  to  be  examined  and  legislation  drafted  that  is 
more  in  concert  with  current  needs. 

The  information  and  support  provided  by  Direc- 
tive Training  have  been  beneficial  to  caregivers.  In 
addition,  the  process  has  emphasized  fiscal  and  legal 
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inequities  that  can  be  corrected  through  legislative 
and  policy  changes.  A clear  need  exists  for  care  pro- 
grams, more  appropriate  entitlement  programs,  and 
clearer  legal  processes. 
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On  death  and  dying 


Clyde  M.  Collins,  M.D. 

Death  Comes  to  the  Physician 

Who  speaks  thus  — 

"Enter  Death,  my  old  acquaintance!  I will  not  call 
thee  friend,  for  we  have  been  adversaries  these  fifty  years. 
Success  at  times  has  been  thine,  and  failure  likewise  — 
when  victory  has  been  mine.  Neither  can  I deem  thee 
wholly  evil,  for  at  times  thou  hast  brought  surcease  from 
suffering  to  those  whom  my  poor  skill  could  not  ease. 
When  the  shadow  of  thy  presence  hovered  over  those 
whom  thou  didst  not  touch,  was  this  to  test  the  mettle  of 
their  soul  or  to  challenge  me  to  greater  endeavors?  Thou 
dost  not  answer? 

"So  thou  has  come  for  me.  I know  thee  too  well  to  fear 
thee.  Come,  let  us  walk  arm  in  arm  down  the  long  corridor 
until  I enter  the  portals  of  eternity,  from  whence  thou  art 
forever  barred." 

— James  C.  Thoroughman,  M.D. 

1904-1972 
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H ow  do  I find  a good  doctor  that  I can  afford? 
How  do  I talk  to  him  and  how  do  I get  him  to  listen 
to  me?  How  can  I he  sure  that  he  is  basically  kind 
and  deeply  concerned  about  his  patients?  These  are 
fears  of  our  aging  population,  and  in  planning  any 
program  of  medical  care  for  them,  only  we,  the 
physicians  of  Florida  can  supply  the  answers.  While 
the  primary  care  practitioners,  more  specifically, 
serve  as  advocates  for  the  aging  population,  all  of  us 
should  assist  in  informing  and  supporting  our  older 
population  for  the  enhancement  of  their  lives.  Often 
rejected  by  their  families  and  overlooked  or  ignored 
by  our  profession,  the  aged,  will  if  given  the  oppor- 
tunity, realistically  talk  about  many  things;  their 
rights  to  health  and  happiness,  their  rights  to  live  or 
their  rights  to  die.  They  would  like  to  know  whether 
they  need  a living  will,  if  they  have  a doctor  who 
would  he  honest  with  them  and  in  whom  they  trust. 
Their  anxiety  is  that  they  fear  the  media-reported 
excessive  use  of  life  sustaining  treatments  during 
their  final  illness.  If  we  will  just  listen,  we  can  learn 
about  the  strengths  and  weaknesses  of  our  present 
system  of  care  from  them. 

In  planning  treatment  for  the  terminal  days  of  a 
life  threatening  illness  one  viable  alternative  to 
traditional  acute  care  has  been  the  Hospice  concept, 
an  innovative  approach  to  caring  for  the  terminally 
ill.  This  concept  is  centered  on  the  belief  that  ter- 
minal patients,  in  order  to  spend  their  final  days  in 
peace  and  dignity,  are  better  served  in  the  familiar 
surroundings  of  their  own  home,  or  rarely  when 
necessary,  in  a comfortable  Hospice  inpatient  facil- 
ity. The  critical  component  of  Hospice  care  is  the 
delivery  of  services  by  an  interdisciplinary  team  of 
physicians,  nurses,  social  workers,  therapists, 
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clergy  and  specially  trained  volunteers.  Approxi- 
mately 1200  programs  are  in  operation  around  the 
country,  utilizing  thousands  of  professionals  and 
trained  volunteers,  and  since  November  of  1983, 
Hospice  benefits  are  reimbersable  under  Medicare. 

In  the  index  of  Dr.  Kubler-Ross'  book,  following 
the  chapters  denoting  the  5 stages  of  the  patient  ap- 
proaching death:  “Denial  and  Isolation,  Anger, 
Bargaining,  Depression  and  Acceptance"  is  one 
entitled  “Hope."  This  may  be  unrealistic  for  the  pa- 
tient, but  not  necessarily  unobtainable.  Hope  for  a 
miracle,  a new  drug,  a last  minute  reprieve,  creates 
an  optimism  that  has  maintained  the  terminally  ill 
through  days  and  weeks  of  suffering.  It  is  their  daily 
prayer  that  all  this  has  some  meaning,  giving  them  a 
sense  of  a special  mission  in  life  which  helps  main- 
tain their  spirits  that  they  may  live  a little  longer 
than  expected.  Patients  in  the  terminal  stage  of  an 
illness  are  often  morbidly  uncommunicative  and 
depressed.  Much  harm  can  often  be  done  by  forcing 
the  discussion  of  death.  Neither  is  avoiding  the 
issue  beneficial,  but  an  unhurried  visit  where  the 
doctor  takes  time  to  sit,  listen  and  share,  allowing 
the  patient  to  understand  that  he  will  take  the  extra 
time  when  he,  the  patient,  feels  like  talking,  brings 
much  relief  to  many  patients  and  helps  them  to 
share  their  concerns.  Family  members  and  the  medi- 
cal profession  need  to  become  more  sensitive  to  the 
implicit  communications  of  dying  patients  so  as  to 
help  the  patient  get  in  tune  with  his  family.  Both 
need  to  come  to  the  acceptance  of  an  unavoidable 
reality  together.  This  will  help  to  avoid  much  un- 
necessary agony  and  suffering  on  the  part  of  the 
dying  and  even  more  so  on  the  part  of  the  family. 

One  way  to  avoid  thinking  about  death  is  by 
concentrating  on  the  details  of  every  day  life  while, 
conversely,  thinking  about  death  can  make  life's 
details  so  unimportant,  that  they  become  a burden 
or  too  much  trouble  to  think  about.  To  a patient  in 
pain  this  produces  a vicious  circle  which  contributes 
to  his  or  her  depression.  Yet  in  the  face  of  all  this  the 
terminally  ill  continue  to  live  and  need  psycholog- 
ical support  in  confronting  the  pain,  weakness, 
depression  and  loneliness.2  We  cannot  look  at  the 
sun  all  the  time,  neither  can  the  terminally  ill  face 
death  all  the  time.  At  times  he  or  she  will  be  able  to 
consider  the  possibility  of  death,  but  much  of  the 
time  this  consideration  must  be  put  away  in  order  to 
pursue  daily  living.  A healthy  way  of  dealing  with 
this  uncomfortable  and  painful  situation  is  denial, 
which  functions  as  a buffer,  and  the  need  for  denial 
exists  in  every  patient  at  times.  To  some,  denial  is 
necessary  in  order  to  remain  sane. 

Good  communication  between  the  doctor  and 
the  patient,  concerning  a bleak  prognosis  should 
produce  a challenge  not  despair,  hope  not  emotional 
devastation  and  a patient-physician  bond  rather 
than  a sense  of  abondonment.  Chaplains,  social 
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workers  and  clinical  psychologists  with  vocational 
skills,  largely  verbal,  all  do  an  excellent  job  at  this 
stage  in  the  life  of  patients.  Along  with  this,  physi- 
cians should  physically  touch  their  patient,  espe- 
cially when  cure  or  control  is  impossible.  Healing  is 
more  than  curing.  By  touching  elderly  patients,  the 
physician  symbolically  honors  their  pilgrimage 
through  80  or  90  years.  His  hand  on  the  shoulder  or 
arm  reinforces  his  words  or  if  silent,  his  sustaining 
presence  and  is  a reassurance  that  the  patient  will 
not  be  abandoned.3 

Over  the  years,  formulation  of  universally  ac- 
cepted guidelines  for  treating  the  hopelessly  ill  has 
remained  difficult.  In  caring  for  the  irreversably  ill 
adult,  consideration  must  be  directed  at  two  impor- 
tant concepts:  the  patient's  role  in  decision  making 
is  paramount  and  a slackening  in  aggressive  therapy 
is  in  order  when  this  would  only  prolong  a difficult 
and  lingering  death.  Past  experiences,  education  and 
training  of  the  physician  emphasizing  positive  ac- 
tions to  sustain  and  prolong  life  make  it  difficult  to 
accept  a concept  that  it  may  be  best  to  do  less,  not 
more  for  a patient;  and  to  say  “no"  to  further 
therapeutic  measures.  “Technology  competes  with 
compassion,  legal  precedent  lags  and  controversy  is 
inevitable.''4 

Hospice  is  a new  and  challenging  opportunity  to 
refocus  on  the  patient  as  a human  being.  To  doctors 
and  nurses  it  can  be  a mutually  gratifying  experience 
with  its  program  to  give  each  patient  a chance  for 
living.  Hospice  does  not  give  up  on  any  patient,  “ter- 
minal" or  “not  terminal",  but  exists  to  provide 
living.  Hospice  does  not  give  up  on  any  patient,  'ter- 
minal" or  “not  terminal",  but  exists  to  provide 
palliative  care  when  curative  measures  are  no  longer 
in  the  patient's  best  interests.  In  palliative  care  the 
emphasis  shifts  so  that  technical  procedures  are 
minimized  and  the  role  of  the  care  givers  is  expand- 
ed both  in  terms  of  time  and  personal  attention.  The 
overall  goal  is  to  provide  a physical  environment 
that  is  therapeutic  in  itself.  Patients  need  reassurance 
that  everything  possible  has  been  done,  and  that 
they  will  not  be  abandoned,  but  when  and  if  new 
treatments  become  available,  they  will  be  offered  to 
them.  Hospice  exists  to  allow  each  patient  to  main- 
tain some  manner  of  independence,  to  strengthen 
the  relationship  of  each  patient  with  his  doctor,  to 
support  the  family  as  a unit,  and  to  provide  a little 
time  to  be  happy,  to  celebrate  an  anniversary  or  a 
birthday  and  to  have  a few  pain  free  hours  to  get  his 
or  her  affairs  in  order.  For  the  many  whose  religion 
teaches  them  that  there  is  another  world  beyond  the 
grave,  where  their  immortal  soul  will  reside,  perhaps 
the  method  of  the  ending  of  their  life  is  its  most 
important  act. 

"And  what  is  as  important  as  knowledge?"  asks  the  mind. 
"Caring  and  seeing  with  the  heart,"  answered  the  soul. 
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.L/ecause  of  its  knowledge,  expertise,  and  dedica- 
tion to  optimum  quality  of  life,  the  medical  com- 
munity is  in  a position  of  obligation  to  those  it 
serves.  Florida's  elderly  need  certain  responses  from 
physicians.  In  many  instances,  the  doctor  is  the 
main  person  upon  whom  the  older  patient  depends 
for  advice.  Countless  elderly  Floridians  are  alone, 
cut  off  from  friends  and  relatives.  They  may  have 
undergone  the  trauma  of  relocation  and  now  face  the 
unknown  difficulties  of  aging.  No  one  can  be  every- 
thing to  all  persons,  but  it  behooves  Florida  physi- 
cians to  take  a careful  look  at  doctor-patient  rela- 
tions, as  they  concern  the  elderly.  Since  Florida  has 
the  largest  percentage  of  older  adults  in  the  United 
States,  senior  citizens  are  a primary  consideration. 
Issues  related  to  health  care  mount  daily,  in  geo- 
metric progression.  Speedy  response  is  of  the  essence. 
The  period  for  philosophizing  is  past;  the  time  for 
action  is  at  hand. 

Older  persons  need  understanding  from  their 
doctor.  The  medical  practitioner  and  his/her  staff 
must  perceive  each  senior  citizen  as  an  individual  — 
the  same  person  he  was  when  younger  but  encum- 
bered by  symptoms  of  aging.  Stereotypical  thinking 
is  non-productive.  It  inhibits  clear  insight  to  the  older 
patient's  true  condition.  His  seeming  rejection  of 
medical  advice  is  usually  rooted  in  an  intense  fear  of 
the  unknown.  On  a fixed  income,  he  worries  about 
financial  ability  to  pay  for  health  services.  He  is  con- 
cerned about  loss  of  agility  and  endurance  and  dreads 
the  possibility  of  becoming  incapacitated  or  depend- 
ent. It  is  not  uncommon  for  an  older  person  to  be- 
come withdrawn  and  isolated.  Because  of  inadequate 
transportation  facilities,  physical  limitations,  and 
disruption  of  routine,  a visit  to  the  doctor's  office 
may  be  an  event  of  major  proportion  in  his  percep- 
tion. 


The  mature  adult  usually  responds  quite  favor- 
ably to  respectful  treatment.  He  is  a person  with  a 
lifetime  of  knowledge  and  experience,  deserving 
dignified  reception.  Respectful  treatment  usually 
breeds  respectful  response.  The  older  adult  is  likely 
to  accept  advice  and  direction  from  one  who  shows 
him  courtesy.  He  is  more  inclined  to  share  his  feel- 
ings about  physical  and  emotional  concerns  with 
one  who  demonstrates  genuine  respect  for  those 
feelings. 

The  older  person  needs  to  feel  secure  about  his 
physician.  He  may  need  to  visit  more  than  one 
doctor;  however,  it  is  essential  that  the  primary  care 
physician  carefully  coordinate  the  total  health  care 
regimen.  This  particular  practitioner  should  under- 
stand the  patient's  living  conditions,  family  role, 
obligations,  stresses,  and  any  other  issues  which 
might  affect  his  health.  The  doctor  may  be  the  only 
person  with  whom  the  patient  comfortably  entrusts 
confidential  information.  With  a sympathetic  physi- 
cian, he  can  face  physical  problems  within  the  con- 
text of  his  particular  environment  and  responsi- 
bilities, thus  making  realistic  adjustments  and  in- 
telligent decisions.  The  patient  who  helps  plan  his 
treatment  is  more  likely  to  follow  closely  the  doc- 
tor's recommendations. 

Even  though  a physician  is  extremely  busy,  it  is 
to  his  advantage,  and  that  of  his  older  patient,  to 
take  ample  time  to  explain  any  treatment,  procedure, 
or  medication  he  prescribes.  This  will  ensure  under- 
standing of  directions  and  help  prevent  confusion. 
Doctors  should  use  whatever  explanatory  means  are 
most  appropriate.  The  "Medi-File"  card,  printed  by 
the  Florida  Medical  Association,  promoted  by  the 
FMA  Auxiliary,  and  issued  to  older  patients  by  FMA 
physicians,  is  designed  to  prevent  drug  misuse  by 
providing  a wallet-sized  instrument  where  each 
physician  the  patient  visits  can  list  medications  pre- 
scribed. This  is  one  concrete  example  of  the  medical 
profession's  concern  for  patient  welfare.  The  possi- 
bilities are  endless. 


One  of  the  latest  trends  in  senior  living  is  the 
mainstreaming  concept.  Real  estate  experts  have 
recognized  the  need  to  provide  a broad  spectrum  of 
housing  options  for  the  elderly  including  retirement 
hotels,  congregate  living  facilities,  specially  designed 
apartments,  and  retirement  villages  which  allow 
older  adults  to  remain  active  participants  in  com- 
munity life.  The  medical  profession  should  facilitate 
this  mainstreaming  effort  by  promoting  community 
centered  health  care.  All  agencies  concerned  with 
caring  for  Florida's  older  citizens  are  looking  to  physi- 
cians to  play  a primary  role  in  spearheading  this 
movement.  Existing  programs  need  to  be  identified 
and  coordinated  and  gaps  effectively  filled.  Under 
this  system,  doctors  would  recommend  home  health 
services  or  institutional  or  hospital  care  as  needed. 
Ideally,  the  patient  would  be  able,  by  phone,  to  reach 
his  physician,  or  a delegated  professional,  to  answer 
health  questions  between  office  visits.  By  its  very 
nature,  the  hospice  concept  is  compatible  with  the 
idea  of  community  centered  health  care.  The  ulti- 
mate goal  would  be  for  as  many  senior  citizens  as 
possible  to  remain  independent,  in  their  own  homes, 
while  still  being  able  to  obtain  essential  health  care 
services. 

Challenges  to  Florida  physicians  for  improving 
the  life  of  our  elderly  are  formidable.  They  will  be 
met,  however,  because  the  Florida  Medical  Associ- 
ation, its  members,  and  the  FMA  Auxiliary  are  cogni- 
zant of  the  immediacy  and  vital  importance  of  these 
issues. 


• Mrs.  Swing,  911  Harborview  Road,  Charlotte 
Harbor  33950. 
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Involuntary  guardianship : 
panacea  or  bitter  pill 
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ABSTRACT:  Guardianship  represents  an  interdisci- 
plinary concept  involving  legal,  economic,  medical, 
and  social  issues  in  every  phase.  The  problems 
surrounding  its  application  may  often  be  traced  to 
this  being  misunderstood  or  ignored.  Guardianship 
is  not  an  emergency  procedure  nor  is  it  a first  resort. 
It  is  restrictive  for  the  individual  and  can  create  more 
problems  than  it  solves.  It  impacts  on  the  very 
essence  of  family  structure  and  interpersonal  rela- 
tionships. This  paper  presents  the  issues  of  compe- 
tency and  guardianship  from  an  interdisciplinary 
perspective.  The  benefits  of  this  approach  to  the 
physician,  attorney,  court,  and  family,  but  most 
importantly  to  the  patient-client  who  may  become 
the  subject  of  competency  proceedings,  will  become 
evident. 


The  Author 

DALE  J.  HYLAND,  R.N.,  B.A. 

Mr.  Hyland  is  Project  Director  for  the  Volunteer 
Guardianship  Program  of  Lutheran  Ministries  of 
Florida  in  Pinellas  Park. 


T 

X he  notion  of  sanctioned  controls  over  individuals 
and  their  property  has  deep  roots  in  antiquity.  Dur- 
ing the  Roman  era  persons  believed  to  be  incompetent 
were  brought  before  a jury  which  decided  the  compe- 
tency question.  The  process  became  refined  in  the 
Middle  Ages  and,  as  an  outgrowth  of  English  com- 
mon law,  the  concept  of  parens  patriae — the  king  as 
father— emerged.  Under  this  system  the  king  through 
his  designees  took  custody  of  the  incompetent's 
property,  and  the  person  was  maintained  with  the 
income  from  the  estate.1 

The  principle  of  parens  patriae  filtered  into 
American  jurisprudence  becoming  in  effect  the  "state 
as  parent,"  and  formed  the  basis  for  incompetency 
declarations  and  the  appointment  of  guardians.  Most 
states  have  statutes  providing  for  the  appointment  of 
a guardian  or  conservator  for  individuals  who  lack 
the  capacity  to  care  for  themselves  or  their  property.2 

Contemporary  practices  • Preliminary  to  a petition 
being  filed  with  the  court  to  determine  competency, 
an  informal  decision  has  been  made  that  the  individ- 
ual lacks  capacity  and  requires  assistance.  Petitions 
may  be  brought  by  relatives,  neighbors,  agency  staff, 
or  others  concerned  with  the  welfare  of  the  alleged 
incompetent.  Frolik1  identifies  several  recurring 
conditions  which  precipitate  requests  to  determine 
competency:  A potential  ward  is  about  to  inherit  a 
substantial  amount  of  money;  he  is  not  caring  for 
himself  or  his  dependents;  there  is  a fear  that  he  is 
being  or  will  be  victimized  or  he  is  likely  to  dissipate 
his  estate.  In  addition,  a guardian  may  be  sought 
either  when  a doctor  withholds  medical  treatment 
due  to  the  belief  that  the  patient  is  incompetent  to 
provide  informed  consent,  or  when  relocation  is 
desired  such  as  admittance  to  a nursing  home.  When- 
ever there  is  a desire  to  relocate  an  uncooperative  or 
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incapacitated  adult,  it  is  probable  that  a guardian 
will  be  appointed.  High  risk  groups  likely  to  become 
subjects  of  competency  proceedings,  according  to 
Gutheil  and  Appelbaum,4  are:  acutely  psychotic 
patients,  chronically  institutionalized  patients  who 
have  lost  the  capacity  to  evaluate  proposed  actions 
or  interventions;  patients  with  organic  impairment, 
often  elderly;  depressed  patients  who  show  impaired 
reasoning;  the  mentally  retarded;  and  patients  who 
are  being  asked  to  consent  to  risky  procedures  or  pro- 
cedures with  little  hope  of  direct  benefit  to  them. 

The  incompetency/guardianship  process  in 
Florida  is  similar  in  many  respects  to  those  in  other 
areas  of  the  country.  Once  the  initial  petition  is  filed 
in  the  probate  division  of  the  circuit  court,  a hearing 
date  is  set  and  an  examining  committee  is  appointed 
consisting  of  one  responsible  citizen  (layman)  and 
two  practicing  physicians.  This  committee  then 
proceeds  to  examine  the  alleged  incompetent  to 
ascertain  his  mental  and  physical  condition.  If  the 
examining  committee  considers  the  person  under 
examination  to  be  incompetent,  it  determines  his 
age,  whether  his  condition  is  acute  or  chronic,  and 
the  apparent  cause  of  the  condition.8  In  this  regard,  it 
is  interesting  to  compare  statutory  provisions  in  Cal- 
ifornia. These  statutes  look  solely  to  a behavioral 
criteria,  the  cause  of  the  behavior  being  irrelevant: 
“Functional  inabilities  means  . . . the  person  is 
unable  properly  to  provide  for  his  own  personal 
needs  . . ,''6  The  Florida  examiners'  report  is  to  be 
signed  by  each  member  of  the  committee  and  trans- 
mitted immediately  to  the  court.  If  the  report  of  the 
examiners  is  that  the  alleged  incompetent  is  not 
mentally  or  physically  incompetent,  the  court  dis- 
misses the  petition. 

Typically,  competency  hearings  are  informal 
and  nonadversarial,  lasting  only  a few  minutes.  The 
proposed  ward  is  not  present  nor  represented  by 
counsel.  Petitioners  may  or  may  not  attend  and  the 
medical  information  is  communicated  to  the  judge 
on  a standardized  form.  Potential  guardians  are  often 
relatives  who  may  also  be  the  petitioners  for  the  in- 
competency and  will  be  represented  by  counsel,  the 
attorney  of  record.  If  adversarial  elements  are  intro- 
duced, they  usually  surround  controversy  over  who 
should  be  appointed  as  the  guardian.  Since  Florida 
law  prohibits  an  adjudication  of  incompetency  with- 
out the  appointment  of  a personal  guardian,7  the 
hearing  to  determine  competency  is  usually  imme- 
diately followed  by  the  appointment  of  the  guardian. 
Within  the  context  of  the  traditional  competency 
hearing  it  is  unlikely  that  any  meaningful  client  ad- 
vocacy will  enter  the  process. 

Consequences  • For  the  individual  placed  under 
plenary,  or  unlimited,  guardianship  significant  rights 
are  suspended  for  the  duration  of  the  incompetency 
status.  While  ownership  is  retained,  the  manage- 


ment and  control  of  funds  and  assets  are  given  over 
to  the  guardian/conservator.  The  incompetent  can- 
not make  gifts  or  contracts,  marry  or  divorce,  enter 
into  joint  tenancy  or  tenancy  by  entirety,  create  a 
trust,  change  beneficiaries  of  his  insurance  policies, 
or  choose  his  residence.8  He  cannot  retain  a driver's 
license,  provide  informed  consent  for  treatment  and, 
in  short,  forfeits  the  right  to  liberty  and  self- 
determination. 

Guardianship  is  not  the  panacea  perceived  by 
some  nor  the  anathema  argued  by  others.  It  is  in- 
trusive; it  can  be  abused,  but  it  can  protect  the  ward, 
preserve  his  assets,  prolong  his  life,  and  provide  con- 
tinuing supervision  and  care  when  the  individual  is 
unable  or  unwilling  to  responsibly  care  for  his  own 
needs.  Moreover,  guardianship  should  maintain  a 
measure  of  dignity  and  self-esteem  in  the  individual 
beset  by  overwhelming  difficulties  with  which  he  is 
ill-equipped  to  deal. 

Problems  with  a guardianship  may  occur  when 
the  process  is  used  prematurely,  when  a less  restric- 
tive form  of  intervention  and  control  could  have 
been  utilized.  At  times,  inappropriate  reasons  for 
petitioning  for  legal  guardianship  include  an  excess 
of  therapeutic  zeal  which  leads  to  the  wish  to  take 
over  and  control  the  patient  by  these  legal  means  and 
the  desire  to  coerce,  take  advantage  of,  or  bypass  the 
individual  as  an  active  participant  in  decision  mak- 
ing. The  latter  point  may  understandably  result  from 
a wish  to  deal  with  a rational  person  since  the  pa- 
tient's irrationality  is  so  frustrating.9 

The  likelihood  of  benefit  to  the  individual  is  the 
most  cogent  criteria  for  pursuing  guardianship.  Yet, 
the  guardian  is  not  a miracle  worker  nor  will  the 
creation  of  a guardianship  reverse  any  obstinate 
tendencies  in  the  ward.  In  many  ways  the  coopera- 
tion of  the  ward  is  inherent  to  the  success  of  the 
guardian's  efforts  on  his  behalf. 

The  enticing  short-term  benefits  of  guardian- 
ship for  the  multiproblem  patient  may  overshadow 
the  potential  problems  which  often  develop  in  the 
long  run.  This  will  frequently  occur  when  the  imme- 
diate objectives  are  dramatic,  easily  identified,  and 
meet  the  needs  of  significant  others  concerned  with 
the  individual's  life  and  affairs.  In  a sense  the  pa- 
tient's needs  and  rights  may  easily  be  relegated  to  a 
low  priority  by  expediency,  financial  considerations, 
and  institutional  procedure. 

Conflicts  of  interest  often  occur  when  family 
members  assume  the  role  of  legal  guardian.  Their 
emotional  involvement  may  create  stresses  and  fam- 
ily discord  which  can  degenerate  into  permanently 
divisive  forces.  Issues  of  domination  and  the  preser- 
vation of  inheritances  will  often  create  a climate  un- 
favorable for  true  advocacy  and  decisions  which  are 
in  the  best  interest  of  the  ward.  For  the  novice  family 
guardian,  discovery  of  unforeseen  complications 
with  assets,  frustrations  encountered  in  interacting 
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with  service-delivery  systems,  and  necessity  of  for- 
mal accountability  are  likely  to  discourage  the  most 
devoted  relation. 

Because  of  the  significant  sociolegal  conse- 
quences for  the  individual,  the  decision  to  pursue 
competency  hearings  must  always  be  made  carefully 
and  after  full  exploration  of  workable  alternatives. 
One  solution  might  he  to  seek  protective  placement 
in  a hoarding  or  retirement  facility,  adult  foster 
home,  or  institutional  setting.  A second  option 
would  be  to  obtain  a representative  payee  to  handle 
benefits  such  as  Social  Security,  veteran's  and  pen- 
sion checks.  Case  management  services,  available  in 
many  communities,  would  offer  professional  follow- 
up for  the  potentially  "at  risk"  individual.  Finally, 
the  durable  power  of  attorney,  a legal  device  created 
to  endure  beyond  incapacity  and  disability  or  to  only 
become  effective  when  factual  incompetency  occurs, 
offers  a viable  option  to  guardianship  of  property.10 

Scope  of  concern  • In  1982  the  Florida  Bar  sponsored 
a study  of  the  legal  needs  of  disabled  people  in  this 
state.  Among  attorneys  and  human  service  providers 
questioned,  competency  and  guardianship  issues 
were  consistently  given  high  priority.11  More  recent- 
ly the  Florida  Committee  on  Aging  in  its  final  report 
to  the  governor  made  several  related  recommenda- 
tions. In  addition  to  the  need  to  develop  a systematic 
program  to  integrate  social,  mental  health,  and 
physical  health  programs,  the  Committee  charged 
the  Florida  Bar  with  developing  "judicial  safeguards 
for  elderly  persons  facing  guardianship  ..."  pro- 
ceedings. The  need  to  legislate  a comprehensive 
guardianship  program  for  the  indigent  elderly  was 
also  cited  in  the  report.12 

In  some  respects  the  nonadversarial  nature  of 
the  guardianship  process  in  Florida  and  elsewhere  is 
the  cause  of  confusion,  inconsistency,  and  disparate 
views  regarding  a "proper"  role  for  attorneys  within 
the  process.  Even  when  the  proposed  ward  is  repre- 
sented by  counsel,  the  outcome  is  likely  to  be  cere- 
monial rather  than  efficacious.  This  gives  rise  to 
rampant  paternalism  throughout  the  system  and 
renders  the  proceedings  "subject  to  a large  number 
of  apparent  due  process  deficiencies."13 

The  common  absence  of  counsel  for  the  alleged 
incompetent  is  generally  viewed  as  unfortunate.  The 
routine  application  of  a "best  interests"  standard  in 
competency  proceedings  has  promoted  the  accep- 
tance of  procedural  informality,  relaxed  rules  of  evi- 
dence including  the  free  use  of  hearsay,  and  the  failure 
to  appoint  counsel,  all  of  which  have  served  to  con- 
ceal the  competing  interests  involved.14  Alexander 
and  Lewin15  have  argued  that: 

This  kind  of  intervention  is  a basic  deprivation 

of  a right  of  an  individual  to  self-determination. 

It  is  important  to  recognize  that  however  be- 
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nevolent  the  intention  of  those  who  would 
seek  to  substitute  other  decision-makers  for 
the  aged,  persons  deprived  of  the  right  to  decide 
for  themselves  will  have  lost  the  fairly  basic 
attribute  of  citizenship  . . . 

Both  the  examiners  and  the  court  should  be  alert 
to  the  possibility  that  the  level  of  impairment  is  not 
great  and  that  the  patient  might  be  more  harmed  by 
the  adjudication  of  incompetency  than  by  being  per- 
mitted to  manage  business  affairs  which  are  of  ques- 
tionably poor  judgment.16 

The  traditional  standard  of  proof  in  competency 
proceedings  is  that  of  clear  and  convincing  evidence. 
Considering  the  subjective  and  elusive  nature  of 
mental  incapacity,  proponents  of  a higher  standard, 
namely,  proof  beyond  a reasonable  doubt,  point  to 
the  stigma  of  incompetency  and  the  accompanying 
loss  of  civil  rights.17  Flearsay  evidence  is  introduced 
when  a doctor's  written  opinion  is  the  only  testi- 
mony presented  on  the  question  of  the  individual's 
competency.  If  courts  excluded  hearsay  evidence 
from  competency  hearings  and  required  the  examin- 
ing physician's  presence  in  court,  the  quality  of 
medical  testimony  would  become  more  reliable, 
benefiting  both  the  petitioner  and  the  proposed 
ward.18 


The  competency  enigma  • 

Between  the  idea  and  the  reality 
Between  the  motion  and  the  act 
Falls  the  shadow. 

T.  S.  Elliot 
The  Hollow  Men 

There  has  evolved  an  inverse  relationship  be- 
tween the  sophistication  of  diagnosis  and  treatment 
and  its  influence  on  the  determination  of  legal  com- 
petency. Combined  with  cost  factors  and  crowded 
court  dockets,  the  effects  may  be  observed  in  cursory 
examinations  resulting  in  imprecise,  repetitive  diag- 
noses communicated  to  judges  on  standardized 
forms.  One  marvels  at  such  simplistic  approaches  to 
issues  which  are  complex,  highly  subjective,  and  in- 
dividualized with  consequences  for  the  patient  of 
sweeping  proportions. 

The  National  Institute  on  Aging  recommends 
that  examination  of  a mentally  impaired  elderly 
patient  include  a detailed  history,  comprehensive 
physical  examination,  complete  review  of  all  medi- 
cations, mental  status  and  psychiatric  evaluation, 
and  ancillary  examinations  as  indicated.  Further,  it 
is  pointed  out  that  in  10%  to  20%  of  patients  with 
intellectual  impairments  these  conditions  are  rever- 
sible.19 A later  study  of  nursing  home  residents  found 
that  26  out  of  136  (19%)  having  a diagnosis  of  senile 
dementia  actually  had  treatable  problems.20  Com- 
monly identified  causes  of  reversible  dementia  in- 
clude therapeutic  drug  intoxication,  depression,  and 


metabolic  or  infectious  disorders.  A thorough  physi- 
cal examination  is  vital  because  disease  in  any  organ 
system  may  cause  dementia  or  delirium.2' 

Depression  in  the  elderly  may  he  accompanied 
by  a mild  to  profound  reversible  dementia.  Severe 
cases  of  this  pseudodementia  may  make  it  very  diffi- 
cult to  distinguish  depression  from  Alzheimer's  dis- 
ease and  misdiagnosis  is  not  uncommon  in  settings 
where  extensive  multidisciplinary  assessment  is  not 
available.22  Kahn  and  Miller23  describe  the  serious 
consequences  for  the  patient  of  an  incorrect  diag- 
nosis of  irreversible  dementia.  It  can  generate  a sense 
of  hopelessness  about  the  patient  so  that  treatable 
causes  may  not  be  evaluated.  Under  such  circum- 
stances family,  friends,  service  providers,  and  even 
patients  themselves  will  give  up  on  possibilities  of 
change.  Translated  to  a guardianship  with  the  finality 
of  a judicial  ruling,  the  ramifications  become  fright- 
eningly clear. 

Competency  is  a functional  concept  rather  than 
a diagnosable  condition.  While  founded  in  law  and 
subject  to  judicial  determination,  the  reality  is  quite 
different.  The  psychiatrist  is  often  called  upon  to 
decide  if  a judicial  determination  of  incompetency  is 
justified,  and  once  the  case  arrives  in  court  the  psy- 
chiatrist's assessment  often  serves  as  the  only  source 
of  information  to  guide  the  judge's  decision.24  Indict- 
ments against  the  diagnostic  examination  tradition- 
ally accepted  in  competency  hearings  focus  on  the 
fact  that  neither  the  presence  of  mental  illness  nor 
the  fact  that  a patient  has  been  committed  is  ade- 
quate reason  to  warrant  a presumption  of  incompe- 
tency. It  has  been  shown,  however,  that  examining 
committees  recommend  guardianship  with  very  few 
exceptions.25  The  current  trend  is  toward  assessing 
an  individual's  competency  to  perform  specific  func- 
tions — the  diagnosahle  condition  being  relevant 
only  to  the  extent  that  it  influences  specific 
capacities.26 

Mildly  demented  patients,  for  example,  might 
function  quite  well  in  the  familiar  environment  of 
their  home  but  show  marked  confusion  and  disori- 
entation after  admission  to  the  hospital.27  Some 
elderly  people  have  quite  successfully  constructed 
useful  social  supports  for  themselves  to  compensate 
for  insidiously  developing  incapacities.  The  filing  of 
competency  petitions  should  be  uncommon  in  the 
hospital  setting  due  to  the  artificial  environment 
and  circumstances  in  which  the  patient  is  being 
observed  and  assessed.  Clearly,  an  incompetent 
state  may  be  a symptom  of  illness  and,  like  any  other 
symptom,  can  respond  to  the  indicated  treatment.28 
While  the  need  for  cautious  assessment  should  be 
evident,  clinicians  who  would  refuse  to  propose  a 
psychiatric  diagnosis  for  an  outpatient  after  one  visit 
are  often  surprisingly  willing  to  declare  a patient 
competent  or  incompetent  on  the  basis  of  a single 
brief  interaction.29 


A sufficient  evaluation  of  competency  for  judicial 
proceedings  necessitates  a functional  assessment.  A 
clinical  competency  evaluation  is  performed  in  order 
to  design  an  intervention  strategy  to  meet  the 
patient's  needs.  Functional  status  is  more  than  a 
diagnosis  and  promotes  a more  holistic  approach  to 
identifying  strengths  and  weaknesses  in  a variety  of 
areas  and  to  understanding  how  the  person  is  func- 
tioning overall.  The  Functional  Assessment  Inven- 
tory (FAI)  and  the  Geriatric  Assessment  Testing  and 
Evaluation  System  (GATES)  developed  at  the  Sun- 
coast  Gerontology  Center  offer  practical  approaches 
to  the  dilemma.30  These  tools  evaluate  the  patient's 
current  status  in  the  areas  of  physical  health,  mental 
health,  social  and  economic  resources,  and  the  capac- 
ity for  self  care.  The  advantages  of  a multidimension- 
al approach  to  competency  examinations  are  these: 
the  court  will  be  provided  with  a more  comprehensive 
understanding  of  the  alleged  incompetent  and  his 
needs;  the  proposed  ward  will  benefit  from  having  a 
more  accurate  and  complete  evaluation  by  which 
the  court  can  decide  on  the  need  for  guardianship,  its 
most  intrusive  option;  and,  if  adjudication  is  ordered, 
both  family  and  professional  guardians  will  benefit 
from  the  development  of  a multidisciplinary  service 
prescription  to  guide  their  work  with  the  ward. 

Conclusion  • Participants  in  the  guardianship  pro- 
cess and  concerned  observers  tend  to  be  traditional- 
ist supporters  or  prophetic  reformers.  Yet,  efforts  to 
modernize  the  guardianship  laws  have  met  with 
dismal  failure  largely  due  to  apathy  on  the  part  of  in- 
fluential members  of  the  organized  bar  and  the 
judiciary.  While  many  attorneys,  social  workers, 
clinicians,  and  advocates  believe  that  responsible 
revision  would  be  beneficial,  consensus  has  not  been 
achieved.  It  is  probable  that  a significant  number  of 
cases  that  end  in  guardianship  could  be  managed  in 
less  costly  ways  with  less  ominous  social  and  legal 
consequences  for  the  individual.  Before  a petition  to 
determine  competency  is  filed,  these  suggested  min- 
imum criteria  should  be  met:  (1)  The  presence  of 
physical  and/or  mental  incompetence  has  been 
established;  (2)  Practical  alternatives  have  been  ex- 
plored; (3)  Clear  objectives  have  been  identified;  (4) 
There  exists  the  likelihood  of  benefit  for  the  pro- 
posed ward;  (5)  There  is  a suitable  guardian  available. 

In  the  medical  care  setting,  determinations  of 
incapacity  are  best  handled  without  routine  recourse 
to  the  courts.  Pursuing  judicial  proceedings  to  con- 
firm the  patient's  lack  of  decisional  capacity  is  often 
so  costly  and  burdensome  to  providers  and  patients 
or  their  families  that  there  is  great  reluctance  to  do 
so.  Even  when  an  adjudication  of  incompetency  is 
sought,  the  proceedings  are  so  routine  and  deferential 
to  medical  opinion  that  the  role  of  the  court 
amounts  to  little  more  than  a formal  ratification  of 
what  was  already  apparent  to  health  professionals. 
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Whenever  possible,  surrogate  decision  making  should 
be  confined  to  the  patient-doctor-family  relation- 
ship. Every  possible  attempt  must  be  made  to  repli- 
cate decisions  which  the  patient  would  have  made 
when  competent,  using  a substituted  judgment 
standard.31 

The  long-term  management  of  impaired  people 
is  complicated  by  persisting  stereotypes  about  the 
elderly,  retarded,  and  mentally  ill.  These  may  influ- 
ence other's  perceptions  of  their  capabilities,  limita- 
tions, and  how  to  effectively  meet  their  needs. 
Human  service  professionals  are  in  a leadership  posi- 
tion to  ensure  that  solutions  to  human  problems  are 
the  least  intrusive  and  restrictive  available. 
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Anxiety,  depression  and  health 
locus  of  control  orientation  in 
an  out-patient  elderly  population 


Mary  M.  Conlin,  A.R.N.P.,  R,N.,C.,  and  Eileen  B.  Fennell,  Ph.D. 


ABSTRACT:  Disease  states,  one’s  living  situation, 
and  one’s  beliefs  about  health  locus  of  control  may 
put  the  elderly  at  risk  for  suffering  from  depression 
and  anxiety. 

The  results  of  the  Zung  Self-Rating  Depression 
Scale,  the  short  form  of  the  Taylor  Manifest  Anxiety 
Scale,  and  the  Health  Locus  of  Control  Orientation 
Scale  (HLC),  which  has  been  administered  to  22  am- 
bulatory elderly  patients  were  correlated  with  disease 
states  and  social  factors. 

Sixty-eight  percent  of  the  patients  rated  clini- 
cally anxious.  Eighty-four  percent  had  an  external 
helath  locus  of  control  and  15.6%  an  internal  locus. 
The  mean  HLC  score  for  all  was  strongly  external. 
One  hypothesis  was  that  the  normal  uncontrollable 
process  of  aging  results  in  a sense  of  a lack  of  control 
over  health. 

The  aging  process  may  result  in  feelings  of  ex- 
ternality and  mimic  symptoms  of  depression  and 
anxiety.  Activities  and  relationships  with  others, 
rather  than  number  of  chronic  diseases,  may  more 
strongly  influence  the  degree  of  depression  and  anx- 
iety experienced  by  the  elderly  person. 
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P 

JL  ersons  with  anxiety,  depression,  or  other 
psychological  difficulties  usually  seek  help  from  pri- 
mary care  providers.1  They  complain  of  various 
symptoms  which  may  direct  the  primary  care  pro- 
vider away  from  emotional  difficulties  as  the  under- 
lying cause. 

Symptoms  of  anxiety,  depression,  or  both  com- 
monly accompany  physical  disease.  In  a large  survey 
Hankin  et  al2  found  that  patients  with  a diagnosis  of 
a mental  disorder  were  more  likely  than  those  with- 
out a mental  disorder  to  receive  diagnoses  involving 
neoplasms,  endocrine,  nutritional  and  metabolic 
diseases,  and  the  diseases  of  the  circulatory, 
digestive,  and  genitourinary  systems.  The  most  sta- 
tistically significant  difference  between  the  two 
groups  was  found  in  the  "signs,  symptoms,  and  ill- 
defined  conditions"  category,  which  occurred  one 
and  one-half  times  more  often  in  persons  with  a 
mental  disorder  than  without  a mental  disorder. 

Depression  is  common  among  elderly  persons.3 
Anxiety  alone  or  with  depression  is  commonly  seen 
in  medical  patients.  Symptoms  of  anxiety  are  also 
more  prevalent  among  elderly  persons  than  in  other 
age  groups.  Chronic  anxiety  is  found  in  10  percent  of 
the  elderly  while  nearly  20  percent  take  prescribed 
antianxiety  drugs.4  Anxiety  is  frequently  expressed 
through  somatic,  cognitive,  or  both  types  of  symp- 
toms. 

Recently  Molinari  and  Khanna5  have  focused  on 
Internal-External  Health  Locus  of  Control  orienta- 
tion and  its  relationship  to  health  behaviors.  An  In- 
ternal Health  Locus  of  Control  orientation  suggests 
that  the  individual  believes  his  health  is  directly  re- 
lated to  his  behavior  and  thus  he  can  exercise  some 
control  over  his  health.  The  individual  with  an  Ex- 
ternal Health  Locus  of  Control  orientation  believes 
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his  health  is  related  to  fate,  luck,  chance,  and  exter- 
nal circumstances  beyond  his  control.  Patients  with 
an  internal  orientation  are  more  likely  than  those 
with  an  external  orientation  to  change  health  damag- 
ing behaviors  and  to  take  steps  necessary  to  alter 
adverse  life  situations.  Those  with  an  internal  orien- 
tation also  respond  better  to  patient  teaching  which 
can  affect  compliance  and  health  maintenance 
behavior.6 

Health  maintenance  is  important  for  the  elderly 
who  need  to  follow  the  medication,  dietary,  and  ex- 
ercise regimens  for  such  common  problems  as  hyper- 
tension, heart  disease,  and  arthritis.6  Few  studies  of 
the  effects  of  Health  Locus  of  Control  among  elderly 
patients  have  been  published.  In  addition,  the  rela- 
tionship between  Health  Locus  of  Control  and  de- 
pression or  anxiety  has  not  been  extensively  studied. 
Studies  of  younger  persons  have  found  that  depres- 
sion is  associated  with  an  external  locus  of  control.7 
Molinari  and  Khanna6  suggest  that  internal  orienta- 
tion is  linked  to  less  debilitating  anxiety  than  exter- 
nal orientation. 

Our  study  was  undertaken  first  to  determine  the 
frequency  of  depression  and  anxiety  symptoms 
among  a sample  of  geriatric  outpatients.  A second 
issue  was  the  degree  to  which  social  contacts,  activ- 
ities, and  disease  states  affected  the  degree  of  felt 
depressive  or  anxiety  complaints  among  elderly  out- 
patients. A third  issue  was  the  relationship  between 
Health  Locus  of  Control  Orientation  and  the  presence 
of  depression  and  anxiety. 

Method  — Subjects*  Twenty-two  consecutive  pa- 
tients seen  in  a geriatric  outpatient  clinic  who 
agreed  to  participate  in  the  study,  constituted  the 
sample.  All  subjects  were  residents  of  a HUD  apart- 
ment complex  which  physically  housed  the  clinic. 
The  five  men  and  17  women  in  the  sample  reflected 
the  patient  sex  ratio  of  the  clinic.  Four  men  and  two 
women  were  married.  The  remaining  were  single  or 
widowed.  The  mean  age  of  the  sample  was  76.0 
years. 

Procedure  • Patients  were  recruited  by  the  clinic- 
secretary  or  the  nurse  practitioner  on  either  their  ini- 
tial visit  to  the  clinic  or,  more  typically,  on  a follow- 
up visit.  The  secretary  assisted  the  patients  in  com- 
pleting the  questionnaires  by  reading  the  items  to 
them  and  recording  answers.  The  questionnaires 
were  scored  by  members  of  the  research  team.  Sub- 
sequent to  collecting  the  questionnaire  data,  the 
medical  records  of  each  participant  were  reviewed 
for  the  following  information:  age,  sex,  marital 
status,  number  in  household;  primary  and  secondary 
diagnoses;  clinical  notations  of  the  presence  of  anxi- 
ety and  depression;  prescriptions  for  antidepressants 
or  antianxiety  medications;  notations  regarding  dif- 
ficulties in  complying  with  medical  treatment;  daily 
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activities;  availability  of  family  support;  and  social 
involvement. 

Questionnaires  Employed:  Each  patient  was 
given  the  following  three  short  self-report  question- 
naires. 

1.  Zung-Self-Rating  Depression  Scale  (SDS) :K  A 
20-item  questionnaire  used  to  evaluate  the  presence 
of  physical  or  psychological  symptoms  associated 
with  depression.  Each  item  on  the  scale  (e.g. , "I  feel 
downhearted  and  blue")  is  endorsed  by  the  patient  in 
one  of  four  categories:  a little  bit,  some  of  the  time,  a 
good  part  of  the  time,  most  of  the  time.  Items  were 
assigned  a score  of  1-4,  with  a score  of  4 being  most 
indicative  of  depression.  These  scores  were  totalled 
to  obtain  a raw  score  (range  of  possible  values  20-80). 
The  SDS  index  score  was  calculated  by  dividing 
the  total  raw  score  value  by  80,  which  was  converted 
to  a decimal  and  multiplied  by  100  (range  of  possible 
values  25-100).  An  SDS  index  score  of  50  or  greater 
was  rated  significant  for  clinical  signs  of  a depressive 
disorder. 

2.  Taylor  Manifest  Anxiety  scale  (TMA):9  The 
brief  form  of  this  scale  consists  of  20  statements 
selected  from  the  Minnesota  Multiphasic  Personality 
Inventory.10  Each  statement  (e.g.  "I  believe  I am  no 
more  nervous  than  most  people")  can  be  endorsed  by 
the  patient  as  either  true  or  false.  Scale  content  re- 
flects symptoms  of  physiological  or  psychological 
changes  associated  with  anxiety.  The  TMA  score 
was  obtained  by  assigning  one  point  for  each  endorsed 
item  which  was  indicative  of  anxiety.  The  total  of 
these  was  taken  (range  of  possible  values  0-20). 
Scores  of  10  or  more  were  judged  to  be  clinically 
significant  for  the  presence  of  anxiety  symptoms. 

3.  Health  Locus  of  Control  Scale  (HCL):11  This 
1 1-item  scale  assesses  the  degree  to  which  a patient 
perceives  personal  influence  on  health  and  health 
care  behaviors.  The  scale  was  scored  so  that  each 
item  (e.g.  "If  I take  care  of  myself,  I can  avoid  ill- 
ness") was  endorsed  on  a five-point  Likert  type  scale 
from  strongly  disagree  to  strongly  agree.  One  to  six 
points  were  assigned  to  each  response,  with  the 
higher  values  given  to  those  responses  most  indica- 
tive of  an  external  health  locus  of  control.  Possible 
scores  ranged  from  1 1 to  66  with  the  published  cut- 
off for  classification  as  having  an  external  locus  of 
control  orientation  equal  to  scores  of  35  or  more. 


Results  — Self-report  of  depression  • The  mean 
Zung  score  for  the  entire  sample  was  54.6,  which 
was  above  the  cutoff  score  of  50  or  more  for  clinical 
depression.  Fifteen  of  the  22  patients  (68.2%)  self- 
rated  themselves  clinically  depressed  (mean  Zung 
score  = 58.3). 

Only  three  of  these  15  (20%)  were  also  diagnosed 
as  depressed  by  the  clinic  medical  staff.  The  mean 
Zung  score  of  these  three  patients  was  56.2.  The 


clinical  diagnosis  of  depression  was  made  in  two  pa- 
tients who  did  not  self-rate  depressed  (mean  Zung 
score  = 36.5). 

The  mean  rating  for  each  item  was  examined 
with  the  range  of  scores  being  between  one  and  four; 
the  higher  the  score,  the  more  indicative  of  depres- 
sion (Table  1).  The  highest  scores  occurred  on  those 
items  which  involved  sexual  satisfaction,  changes  in 
one's  ability  to  carry  on  life  activities,  appetite,  en- 
joyment of  activities,  feelings  of  worth  and  hopeful- 
ness about  the  future.  In  contrast,  the  lowest  scores 
were  found  on  items  which  reflected  feelings  about 
wanting  to  die,  emotional  symptoms  such  as  crying 
spells,  weight  loss,  palpitations  and  mood  changes, 
sleep  disturbance  and  restlessness. 

The  mean  score  of  all  items  reflecting  the  cogni- 
tive signs  of  depression  was  2. 1 (items  #1,  8,  11,  14, 
15,  16,  17,  18,  19,  20).  The  mean  score  of  all  items 
reflecting  the  somatic  signs  of  depression  was  2.3 
(items  #2,  4,  5,  6,  7,  8,  9,  10,  12,  13). 

Self-report  of  anxiety  • The  mean  TMA  score  for  the 
entire  sample  was  7.00,  which  is  below  the  cutoff 
score  of  10  or  more  for  the  diagnosis  of  anxiety.  Five 
of  22  patients  (22.7%)  self-rated  themselves  as 
clinically  anxious.  Their  mean  TMA  score  was  12.6. 
All  patients  who  self-rated  anxious  also  self-rated 
depressed. 

Of  the  five  patients  who  self-rated  as  anxious, 
only  one,  with  a TMA  score  of  11,  was  clinically 
diagnosed  as  anxious  by  the  medical  staff.  In  con- 
trast, six  patients  who  did  not  self-rate  as  anxious 
were  labelled  anxious  by  medical  personnel  (mean 
TMA  = 5.5).  There  were  six  patients  being  treated 
with  anxiolytic  agents,  none  of  whom  self-rated  as 
anxious  (mean  TMA  = 5.7). 

The  Taylor  Manifest  Anxiety  scale  was  then 
subjected  to  analysis  of  items  (Table  2).  The  TMA 
items  seemed  heavily  weighted  toward  feelings 
about  and  cognitive  symptoms  of  anxiety  rather 
than  physical  complaints  such  as  tremor,  sweating 
or  restlessness. 

Since  all  patients  with  elevated  TMA  scores  also 
had  elevated  Zung  scores,  the  Zung  scale  was  re- 
examined for  items  which  could  indicate  anxiety 
symptoms.  Cognitive  symptoms  of  anxiety  are  mea- 
sured by  items  3,  15,  12,  20,  17,  and  11  and  somatic 
symptoms  by  items  10,  13,  9,  4,  5,  and  7.  Those  who 
self-rated  anxious  had  a mean  score  of  2.3  on  the  cog- 
nitive items  and  a mean  score  of  2.4  on  the  somatic 
items,  suggesting  that  anxiety  symptoms  were  not  a 
component  of  their  elevated  depression  score. 

Health  locus  ol  control  orientation  • The  mean 
HLC  score  for  the  entire  sample  was  39.4  which  is 
above  the  external  orientation  cutoff  score  of  35. 
Nineteen  patients  (84.4%)  rated  themselves  as  hav- 
ing an  external  health  locus  of  control  orientation 


(mean  score  = 40.3%).  One  patient  was  eliminated 
because  of  missing  or  duplicate  responses  on  her 
HLC  testing.  The  association  between  HLC  orienta- 
tion compliance  with  one's  medical  regimen  was  ex- 
amined. Of  those  tested,  15  were  judged  to  be  com- 
pliant with  their  medical  regimens,  and  six  were 
noncompliant.  Of  the  two  persons  with  an  internal 
HLC  orientation,  one  was  compliant  and  one  was 
not  compliant  with  their  medical  regimens. 

An  item  analysis  of  the  content  of  the  Health 
Locus  of  Control  Scale  was  conducted.  The  range  of 
possible  scores  on  each  item  was  one  to  six,  with  six 
being  the  most  external  HLC,  and  one  being  the 
most  internal  HLC.  Table  3 presents  the  mean  scores 
per  item.  As  can  be  seen,  the  highest  mean  scores 
were  obtained  on  items  which  reflected  the  belief  in 
the  inevitability  of  illness  and  on  the  role  of  fate  in 
sickness.  The  lowest  mean  score  was  found  on  the 
item  which  reflected  feeling  direct  responsibility  for 
one's  health. 

Disease  states  • Medical  records  review  showed  an 
average  of  five  chronic  diseases  per  patient  with  an 
average  of  0.3  life  threatening  diseases  per  patient, 
and  0.9  acute  diseases  per  patient.  No  person  had 
less  than  three  diseases.  Table  4 presents  the  mean 
number  of  disease  states  in  the  patient  sample  accord- 
ing to  their  ratings  on  the  Zung  SDS,  TMA  and  HLC 
measures. 

Among  the  patient  sample,  36.3%  of  persons 
had  impaired  mobility  which  necessitated  the  use  of 
a cane,  walker,  or  wheelchair  or  which  limited  their 
ability  to  walk  one  city  block  without  pain  (angina, 
arthritis),  shortness  of  breath,  or  dizziness.  Of  these 
persons,  87.5%  self-rated  depressed,  50%  self-rated 
anxious,  and  50%  were  both  anxious  and  depressed. 

The  medical  data  were  then  examined  according 
to  type  of  disease  (including  ill-defined  conditions) 
and  the  presence  of  anxiety  or  depression  or  both. 
There  were  no  significant  differences  in  the  number 
of  patients  with  and  without  anxiety  or  depressive 
symptoms  across  all  disease  types,  including  ill- 
defined  conditions,  except  for  neoplasms  in  which 
more  patients  were  found  to  have  depressive  dis- 
orders. 

Social  situations  and  supports  • Of  the  total  sample, 
68.2%  of  persons  lived  alone.  Sixty  percent  of  these 
were  depressed  and  6.7%  were  anxious.  All  of  those 
who  were  anxious  were  also  depressed.  Of  the  31 .8% 
of  persons  living  with  someone,  85.0%  were  de- 
pressed and  57.1%  were  anxious. 

The  majority  of  patients  (72.7%)  were  identified 
as  having  family  supports.  Of  these,  62.5%  were  de- 
pressed, and  31.2%  were  anxious.  Anxiety  and  de- 
pression were  found  in  31.2%  of  these  persons. 
Those  18.2%  with  no  family  support  all  were  de- 
pressed and  none  were  anxious.  Two  persons  were 
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Table  1.  — Zung  SDS  — Mean  scores  per  Question  (range  1-4) 


Item 

Number 

All 

N = 22 

Anxious 

N = 5 

Depressed 

N =15 

Non-anxious 
Non-depressed 
N = 7 

6 

1 still  enjoy  sex. 

3.9 

4.0 

3.9 

1.9 

*12 

1 find  it  easy  to  do  the 
things  1 used  to  do. 

3.1 

3.4 

3.2 

3.0 

**  5 

1 eat  as  much  as  1 used  to. 

3.0 

2.8 

3.1 

2.9 

*20 

I still  enjoy  the  things  1 
used  to. 

2.9 

3.0 

3.2 

2.1 

*17 

I feel  that  I am  useful 
and  needed. 

2.8 

1.8 

2.8 

2.7 

18 

My  life  is  pretty  full. 

2.7 

2.0 

3.1 

1.9 

14 

I feel  hopeful  about  the 
future. 

2.7 

2.8 

3.0 

2.1 

2 

Morning  is  when  I feel  best. 

2.6 

1.6 

2.9 

1.9 

16 

1 find  it  easy  to  make 
decisions. 

2.4 

2.0 

2.6 

2.1 

*11 

My  mind  is  as  clear  as  it 
used  to  be. 

2.4 

2.0 

2.5 

2.1 

**10 

I get  tired  for  no  reason. 

2.1 

3.0 

2.1 

2.1 

8 

I have  trouble  with 
constipation. 

2.0 

2.8 

2.1 

1.7 

**13 

1 am  restless  and  can't 
keep  still. 

1.7 

2.2 

1.8 

1.6 

**  4 

1 have  trouble  sleeping 
at  night. 

1.6 

2.2 

1.7 

1.4 

1 

1 feel  downhearted  and  blue. 

1.6 

2.6 

1.8 

1.0 

**  9 

My  heart  beats  faster 
than  usual. 

1.5 

2.4 

1.6 

1.3 

* * ~j 

1 notice  that  I am 
losing  weight. 

1.4 

1.8 

1.6 

1.4 

*15 

1 am  more  irritable 
than  usual. 

1.4 

1.8 

1.3 

1.4 

* 3 

1 have  crying  spells  or 
feel  like  it. 

1.3 

2.0 

1.4 

1.0 

19 

1 feel  that  others  would  be 
better  off  if  1 were  dead. 

1.5 

1.6 

1.3 

1.0 

* = cognitive  symptoms  of  anxiety 
**  = somatic  symptoms  of  anxiety 
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Table  2.  — Taylor  Manifest  Anxiety  scale  — Percentages  of  Responses  indicative  of  Anxiety  Per  Scale  item 

Response  Non-anxious 


Scale  Item 

Indicative 
of  Anxiety 

All 

N =22 

Anxious 

N = 5 

Depressed 

N = 15 

Non-depressed 
N =7 

l certainly  feel  useless  at  times 

(T) 

54.4 

60.0 

53.3 

57.1 

At  times  l feel  no  good  at  all 

(T) 

50.0 

100.0 

66.7 

14.3 

l frequently  find  myself  worrying 
about  something 

(T) 

45.4 

100.0 

53.3 

28.6 

l am  more  sensitive  than  most 
other  people 

(T) 

45.4 

80.0 

53.5 

28.6 

1 have  sometimes  felt  that  difficulties 
were  piling  up  so  high  that  1 could  not 
overcome  them 

(T) 

45.4 

100.0 

53.3 

28.6 

1 have  periods  of  such  great  restlessness 
that  1 cannot  sit  long  in  a chair 

(T) 

40.9 

80.0 

53.3 

28.6 

l believe  1 am  no  more  nervous  than 
most  people 

(F) 

40.9 

40.0 

40.0 

42.9 

1 am  not  usually  self-conscious 

(F) 

40.9 

40.0 

33.3 

57.1 

l sometimes  feel  that  I am  about  to  go 
to  pieces 

(T) 

40.9 

80.0 

53.3 

14.3 

l feel  anxiety  about  someone  or 
something  almost  all  the  time 

(T) 

36.4 

80.0 

33.3 

42.9 

1 am  a high  strung  person 

(T) 

36.4 

80.0 

46.7 

14.7 

1 shrink  from  facing  a crisis  or  difficulty 

(T) 

36.4 

80.0 

40.0 

28.6 

l am  inclined  to  take  things  hard 

(T) 

31.8 

60.0 

46.7 

-0- 

1 am  certainly  lacking  in  self-confidence 

(T) 

31.8 

60.0 

40.0 

14.3 

l find  it  hard  to  keep  my  mind  on  a task 
or  a job 

(T) 

31.8 

60.0 

40.0 

14.3 

l am  happy  most  of  the  time 

(F) 

27.3 

-0- 

26.7 

286 

1 work  under  a great  deal  of  tension 

(T) 

27.3 

60.0 

33.3 

14.3 

Life  is  a strain  for  me  most  of  the  time 

(T) 

27.3 

40.0 

40.0 

-0- 

l cannot  keep  my  mind  on  one  thing 

(T) 

27.3 

40.0 

26.7 

14.3 

1 am  usually  calm  and  not  easily  upset 

(F) 

22.7 

20.0 

26.7 

14.3 

not  included  in  this  analysis  because  it  was  not 
known  if  they  had  family  supports. 

Fifty  percent  of  persons  described  community 
interests,  activities  with  friends,  and  hobbies.  Of 
these,  54.4%  were  depressed  and  none  were  anx- 
ious. Of  the  50%  of  persons  who  had  no  particular 
interests,  social  activities,  or  hobbies,  72.7%  were 
depressed  and  45.4%  were  anxious.  All  of  those  who 
were  anxious  were  also  depressed. 


Three  patients  were  known  to  have  "no  money" 
for  medications,  and  all  of  these  patients  were 
depressed,  and  66.7%  were  both  anxious  and 
depressed. 

Discussion  and  conclusions  — Depression  in  the 
elderly  outpatient  • In  the  sample  of  elderly  out- 
patients, 68.2%  self-rated  as  depressed,  yet  only 
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20%  were  diagnosed  by  the  attending  clinical  med- 
ical staff  as  depressed.  Two  persons  were  diagnosed 
as  depressed  who,  in  fact,  did  not  self-rate  depressed. 
While  there  is  controversy  as  to  the  appropriateness 
of  the  Zung  scale  in  assessing  depression  in  elderly 
patients,12  the  present  findings  suggest  that  depres- 
sion is  frequently  missed  among  elderly  ambulatory 
patients.  Elderly  depressives  are  at  significant  risk 
for  suicide  with  between  5,000  and  8,000  a year  com- 
pleting the  act  which  makes  the  detection  of  depres- 
sion important  in  this  population.13 

Zung3  found  that  depressed  elderly  persons  com- 
monly endorsed  symptoms  related  to  personal  deval- 
uation, emptiness,  indecisiveness,  dissatisfaction, 
hopelessness,  psychomotor  retardation,  suicidal 
rumination  and  confusion  and  concluded  that  the 


major  causes  of  depression  in  the  aged  are  related  to 
apathy,  disinterest,  feelings  of  inferiority,  and  loss  of 
self-esteem.  Similar  to  Zung's  findings,  our  patients 
frequently  indicated  problems  regarding  decreased 
libido,  psychomotor  retardation,  dissatisfaction,  and 
personal  devaluation,  all  common  complaints  in  de- 
pression. Considering  the  sexual  mores  of  this  sam- 
ple’s generation  and  the  decreased  ratio  of  men  to 
women,  one  might  suspect  that  the  majority  of  our 
patients  who  were  unmarried  (72.7%)  do  not  engage 
in  sexual  activity  and  thus  would  respond  highly 
negatively  to  the  statement,  "I  still  enjoy  sex."  Sev- 
eral persons  laughed  or  became  indignant  about  this 
question.  One  woman  became  hostile  and  said,  "I'm 
not  crazy.  What  kind  of  questions  to  ask  a 75-year- 
old!" 


Table  3.  — Mean  Scores  Per  item,  Health  Locus  of  Control  Scale,  in  Descending  Order  from  Most  indicative  of  External 
Health  locus  of  control  towards  Those  Most  indicative  of  internal  Health  locus  of  control  (Range  1-6) 


Item 

Number 

Item 

All 

Anxious 

N = 5 

Depressed 

N =15 

Non-anxious 

Non-depressed 

N = 7 

4 

No  matter  what  I do,  if  I am 
going  to  get  sick,  1 will  get 
sick 

4.0 

5.2 

4.5 

3.7 

9 

People  who  never  get  sick 
are  just  plain  lucky 

4.0 

5.5 

4.2 

3.0 

7 

There  are  so  many  strange 
diseases  about  that  you  can 
never  know  how  or  when 
you  might  pick  one  up 

3.9 

4.5 

3.9 

3.8 

5 

Most  people  do  not  realize 
the  extent  to  which  their 
illnesses  are  controlled  by 
accidental  happenings 

3.8 

4.2 

3.9 

4.1 

2 

Whenever  I get  sick  it  is 
because  of  something  that 
l have  done  or  not  done 

3.5 

3.4 

3.7 

3.3 

6 

1 can  only  do  what  my 
doctor  tells  me  to  do 

3.4 

3.6 

3.6 

3.0 

10 

People's  ill  health  results 
from  their  own  carelessness 

3.4 

3.2 

3.5 

3.8 

3 

Good  health  is  largely  a 
matter  of  good  fortune 

3.4 

4.4 

3.7 

3.4 

8 

When  l feel  ill,  1 know  it  is 
because  I have  not  been 
getting  the  proper  exercise 
or  eating  right 

3.1 

2.8 

3.4 

3.1 

1 

If  I take  care  of  myself, 

I can  avoid  illness 

3.0 

2.8 

2.9 

3.1 

11 

1 am  directly  responsible  for 
my  health 

2.7 

2.2 

2.7 

3.1 
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Table  4.  — Disease  States  in  Relationship  to  Anxiety, 
Depression,  and  Health  Locus  of  Control 


Mean  numbers  of: 

Chronic 

diseases 

Life- 

threatening 

Acute 

Depressed 

(15) 

4.7 

0.5 

1.1 

Non-depressed 

(7) 

5.7 

-0- 

.43 

Anxious 

(5) 

4.8 

-0- 

1.2 

Non-anxious 

(17) 

5.1 

0.3 

0.8 

Externals 

(19) 

5.1 

0.3 

0.9 

Internals 

(2) 

5.0 

-0- 

0.5 

Declining  physical  abilities  may  have  accounted 
for  the  high  scores  on  the  questions  pertaining  to  the 
ease  of  doing  things,  the  pleasure  obtained  by  doing 
things  ' ‘I  used  to  do, ' ' and  the  feelings  of  being  useful 
and  needed.  The  changes  in  physical  functioning 
which  can  accompany  aging  and  physical  illness  may 
mean  that  the  elderly  person  can  no  longer  partici- 
pate in  certain  activities  or  that  an  activity  may  have 
become  difficult  to  do  because  of  physical  limita- 
tions. If  one  is  unable  to  do  the  things  one  used  to  do, 
one's  feelings  of  being  useful  and  needed  will  surely 
be  affected.  Blazer14  noted  that  44%  of  the  persons 
with  depressive  symptoms  had  physical  health  im- 
pairment and  it  was  thought  that  grief,  secondary  to 
loss  of  good  health  functioning,  physical  discomfort, 
pain,  and  consequences  of  loss  of  the  capacity  to  take 
care  of  oneself  may  all  contribute  to  these  symptoms. 
He  then  suggested  that  much  of  what  is  called  "de- 
pression" in  the  elderly  may  actually  represent 
decreased  life  satisfaction  and  periodic  episodes  of 
grief  secondary  to  the  physical,  social,  and  economic 
difficulties  encountered  by  aging  individuals  in  the 
community.14 

Our  patients  did  not  typically  complain  of  other 
manifestations  of  depression  such  as  suicidal 
thoughts,  crying  spells,  increased  irritability,  palpi- 
tations, and  feeling  downhearted  and  blue.  The  Zung 
scale  may  not  accurately  measure  depression  in  the 
elderly  because  some  of  the  limitations  and  changes 
of  old  age  may  cause  one  to  respond  in  a manner  in- 
dicative of  depression.  The  self-report  of  psycho- 
motor symptoms  (agitation  or  retardation)  and  per- 
vasive affective  disturbances  (feelings  of  sadness, 
tearfulness)  were  low.  However,  the  clinical  diag- 
nosis of  depression  most  frequently  was  given  to  pa- 
tients reporting  difficulty  falling  asleep,  irritability 


and  crying  spells  or  feelings  of  sadness.  One  elderly 
patient  in  our  sample  often  denied  depressive  symp- 
toms during  the  medical  interview,  suggesting  that  a 
self-report  measure  may  alert  the  primary  care  pro- 
vider to  pursue  the  possibility  that  somatic  com- 
plaints may  be  masking  an  underlying  depressive 
disorder. 

While  a self-report  instrument  such  as  the  Zung 
self-rating  depression  scale  can  be  a useful  tool  in  the 
assessment  of  depression  in  the  older  person,  it  alone 
is  probably  not  an  accurate  measure  of  depression  in 
the  older  person.  It  is  important  not  to  take  each 
item  at  face  value,  but  to  examine  each  item  in  rela- 
tion to  the  person's  physical  condition,  limitations, 
life  style,  living  situations,  and  attitudes. 

Anxiety  • Although  almost  a quarter  of  our  sample 
rated  themselves  clinically  anxious,  only  one  pa- 
tient was  diagnosed  as  clinically  anxious  by  the  med- 
ical staff.  Furthermore,  none  of  the  patients  on  anx- 
iolytic medications  self-rated  as  anxious.  This  may 
indicate  that  the  medication  was  working  or  that 
these  patients  were  not  anxious  initially.  Surprising- 
ly, six  patients  who  did  not  self-rate  anxious  were 
clinically  diagnosed  as  anxious.  Examination  of  the 
cognitive  versus  somatic  symptoms  of  anxiety  as  re- 
flected in  the  TMA  scale  and  the  Zung  scale  indi- 
cated that  somatic  symptoms  of  anxiety  were  more 
frequently  noted  than  cognitive  symptoms.  These 
results  are  consistent  with  those  of  Gurin  et  al15  sug- 
gesting that  somatic  components  of  anxiety  are 
more  common  in  the  older  age  groups.  Similar  find- 
ings were  obtained  for  the  TMA  scale  and  the  Zung 
in  that  many  patients  endorsed  items  pertaining  to 
feelings  of  uselessness  or  feeling  no  good  at  all.  Both 
of  these  responses  may  be  related  to  the  elderly  pa- 
tient's decreasing  ability  to  do  the  things  they  used 
to  do  and  their  feelings  of  uselessness  surrounding 
this  loss  rather  than  to  pervasive  anxiety  disorder. 
Indeed,  almost  half  of  the  sample  indicated  that  they 
often  find  themselves  worrying  about  something  and 
feel  overwhelmed  by  their  life's  difficulties.  These 
findings  suggest  that  although  the  aged  feel  over- 
whelmed at  times,  these  feelings  may  be  a realistic 
response  to  their  problems  in  living  since  few  of  our 
patients  also  reported  that  they  lacked  self-confidence 
and  the  majority  claimed  they  were  happy  most  of 
the  time. 

In  general,  our  clinic  sample  manages  fairly  well 
in  an  independent  life  style  in  spite  of  the  changes 
aging  brings  — illness,  and  limited  income.  Clinically 
there  appeared  to  be  little  debilitating  anxiety  which 
is  characterized  by  obsessive  worry  and  fear  to  the  ex- 
tent of  hindering  one's  ability  to  function.16  It  could 
be  that  facilitative  anxiety,  the  anxiety  which  causes 
one  to  feel  eagerness  or  motivation,16  may  be  identi- 
fied as  "anxiety"  in  the  clinic  by  the  attending  physi- 
cians and  that  this  is  not  being  measured  on  the  TMA. 
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Surprisingly,  higher  anxiety  scores  were  obtained 
by  those  patients  who  were  living  with  others  than 
by  those  who  lived  alone.  One  could  speculate  that 
social  contact  permitted  more  exchange  of  anxious 
concerns  about  diminished  health  and  economic  re- 
sources or,  that  since  86%  of  those  living  with  some- 
one were  married,  that  changes  within  the  marital 
relationship  or  within  one's  spouse  resulted  in  feel- 
ings of  anxiety  and  depression.  Furthermore,  there 
was  more  depression  as  well  as  anxiety  in  those  who 
did  not  describe  community  interests,  activities 
with  friends,  or  hobbies.  This  lack  of  directed  activity 
probably  results  in  increased  feelings  of  uselessness 
and  loss  of  self-esteem.  It  also  allows  time  to  concen- 
trate on  one's  own  situation,  to  mourn  losses,  and  to 
think  about  the  future. 

Health  locus  of  control  • The  majority  of  our  sub- 
jects scored  in  the  external  orientation  range.  Those 
items  scoring  highest  were  those  that  pertained  to 
chance  occurrences  or  inevitability  of  getting  sick. 
At  the  same  time,  persons  scored  lowest  (internal 
orientation)  on  the  item,  "I  am  directly  responsible 
for  my  health."  On  the  surface,  these  results  would 
appear  to  contradict  each  other;  however,  it  may  be 
that  most  were  concerned  about  their  health  and  the 
majority  complied  with  their  medical  regimens 
despite  their  belief  that  illness  was  an  inevitable 
consequence  of  aging.  Whether  the  external  orienta- 
tion toward  health  care  in  our  sample  is  representa- 
tive of  the  elderly  population  in  general  remains  to 
be  determined.  The  relationship  between  health 
locus  of  control  orientation  and  the  presence  of  de- 
pression and  anxiety  could  not  be  determined  due  to 
the  small  number  of  externals  in  the  study.  Addi- 
tional studies,  employing  larger  samples  of  persons 
are  needed  to  determine  if  people  develop  an  external 
health  locus  of  control  as  they  age  and  to  provide 
more  insight  into  the  relationship  between  their 
health  care  attitude  compliance  with  their  health. 

Summary  • The  diagnosis  of  anxiety  or  depression 
in  the  elderly  is  a common  problem  which  should  be 
considered  when  a variety  of  physical  and  cognitive 
complaints  are  encountered  by  the  primary  care  pro- 
vider. Careful  questioning  and  examination  can  elicit 
a number  of  diagnostic  symptoms.  The  Zung  SDS 
and  the  TMA  scale  may  be  used  as  adjunct  tools  in 


making  the  diagnosis  but  it  must  be  remembered 
that  items  on  these  scales  may  be  mere  indicative  of 
changes  that  have  occurred  with  aging  or  chronic  ill- 
ness which  may  or  may  not  have  been  adjusted  to, 
and  are  not  necessarily  indicative  of  severe  depres- 
sion or  anxiety. 

Increasing  social  contacts,  activities,  and  hobbies 
may  result  in  a decreased  incidence  of  depression 
and  anxiety.  These  should  be  encouraged  in  our 
elderly  population. 

The  Health  Locus  of  Control  scores  tended 
strongly  towards  the  external.  The  uncontrollable 
process  of  aging  which  brings  with  it  decline  in  bodily 
functions  and  an  increased  incidence  of  chronic  dis- 
ease, may  induce  feelings  of  externality  in  the  elderly. 
The  current  study  suggests  that  there  is  a relation- 
ship between  the  severity  and  acuteness  of  physical 
disease  and  the  experience  of  control  over  one's 
health. 
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• Index  to  clinical  literature  — aids 
subscribers  in  locating  recent 
articles  and  peer  reviewed  papers 
that  have  appeared  in  more  than 
300  medical  journals  worldwide 

• Periodicals  selected  for  inclusion 
in  this  service  cover  over  78 
specialties  and  subspecialties 

• Helps  physicians  locate  relevant 
articles  quickly  and  to  stay 
abreast  of  new  developments  — 
saves  time 
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self-assessment  for  practicing 
physicians 

• Solutions  to  problems  presented 
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reviewed  and  evaluated  instantly 
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Information 

• Guide  for  locating  current 
articles  on  the  nonclinical  aspect 
of  health  care 
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nomenclature  system  for  report- 
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Disease  Information 
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Taking  the  bite  out  of 
rabies  vaccine 

Safe,  effective  and  economical  preexposure  protection 
against  rabies  is  now  available  to  veterinarians,  ani- 
mal handlers  and  other  high-risk  groups.  University  of 
Florida  (Gainesville)  researchers  report  the  successful 
use  of  intradermal  immunization  with  human  diploid 
cell  rabies  vaccine.  Two  0.1  -ml  doses  were  given  28 
days  apart.  This  is  far  less  expensive  than  the  recom- 
mended schedule  of  three  1.0-ml  I.M.  doses  and  sig- 
nificantly safer  than  the  standard  duck  embryo  rabies 
vaccine. ' 


Steakless  "cafe7  coronary 

Steak  after  a martini  is  not  the  only  culprit  in  fatal  food 
asphyxiation,  or  "cafe  coronary."  The  Office  of  the  Dade 
County  Medical  Examiner  has  identified  a variety  of 
predisposing  factors:  medical  institutionalization,  sed- 
ative drugs,  parkinsonism,  old  age,  poor  dentition  and 
alcohol  consumption.  With  institutionalized  adults,  fri- 
able foods  not  amenable  to  the  usual  rescue  tech- 
niques are  often  involved.  Observers  were  present  in 
a full  85%  of  fatal  cases,  indicating  a need  for 
increased  public  awareness.  Instruments  for  retraction 
of  foreign  bodies  should  be  made  readily  available  at 
public  facilites  and  nursing  homes.  And  new  tech- 
niques should  be  developed  to  deal  with  soft  foods 
that  cannot  be  cleared  by  a grasping  device  or  the 
Heimlich  maneuver.2 


More 
problems 
with  tampons? 


Recurrent  vaginal  and  cervical 
ulcers  can  be  added  to  toxic-shock 
syndrome  as  tampon-associated 
ailments.  A report  from  South  Miami 
Hospital  indicates  they  may  occur  in  one-fifth  of  men- 
struating women  and  are  more  common  with  long- 
term use.  Moreover,  microulceration  has  been  report© 
within  one  hour  after  tampon  insertion.  Symptoms 
may  also  be  subtle  and  often  the  same  as  those  for 
which  tampons  are  used,  including  spotting  and  dis- 
charge. Dyspareunia,  urinary  frequency  and  urgency 
and  dysuria  may  also  be  present.  Care  must  be  taken 
to  avoid  undue  delay  in  the  diagnosis  and  to  rule  out 
carcinoma.3 
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WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)(E 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course— therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 
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LIMBITROL*  <E  Tranquillzer-Antidepressont 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line; symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  a're  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
contusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract. 

Allergic . Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia. 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
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NOTES  & NEWS 


JFMA  featured  in 
Medical  Journalism 


The  Journal  of  the  Florida  Medical  Association, 
Inc.,  was  featured  in  the  March  1985  issue  of 
Medical  Journalism,  a publication  of  Sandoz  Phar- 
maceuticals. The  article  reviewed  the  July  1984 
Historical  Issue  of  the  JFMA  edited  since  1966  by 
William  M.  Straight,  M.D.  Dr.  Straight's  summary 
of  the  nineteenth  Historical  Issue  was  reprinted  ver- 
batim and  the  author  observed  that  the  articles 
".  . .seem  to  bring  out  the  best  writing  and  design 
skills  of  journal  editors."  In  addition  to  its  series  of 
Historical  Issues,  the  JFMA  was  commended  for  its 
many  cover  drawings  by  Andre  Renard,  M.D.  de- 
picting the  lead  article. 


Council  on  Hospital  Medical  Staffs 
holds  its  first  statewide  meeting 

Thomas  M.  "Dan"  Daniel,  M.D.,  Chairman, 
Council  on  Hospital  Medical  Staffs  announces  the 
first  annual  statewide  meeting  of  the  Council  on 
Wednesday,  May  1,  1985  at  the  Diplomat  Hotel, 
Hollywood,  Florida.  The  meeting  will  be  held  from 
8:00  a.m.  until  noon  and  all  elected  representatives 
from  hospital  medical  staffs,  county  medical  society 
hospital  medical  staffs  chairmen,  and  county  medi- 
cal society  executives  are  encouraged  to  attend.  John 
M.  McBryde,  President,  Florida  Hospital  Associa- 
tion, Inc.  will  be  featured  speaker.  Among  the  major 
issues  to  be  addressed  are  the  following: 

• Lack  of  medical  staff  voice  in  hospital  gov- 
erning board  decision 

• Effect  of  changes  in  hospital  ownership  on 
medical  staffs 

• Hospital  cost  containment 

• Effect  of  PRO  contracts  with  hospitals  on 
industrial  physicians  and  medical  staffs 

• Role  of  non-physician  health  care  providers  in 
the  hospital 

• Interpreting  and  complying  with  JCAH  stan- 
dards 

• Closed  medical  staff  arrangements  and/or 
contractual  arrangements 


111th  ANNUAL  MEETING 


Scientific  program  complete 


AMA  PSAs  promote  positive 
aspects  of  aging 

New  public  service  announcements  promoting 
the  positive  aspects  of  aging  have  been  produced  by 
the  AMA.  The  announcements  target  the  themes, 
"Share  the  experience  of  a lifetime"  and  "Just  be- 
cause you're  65,  don't  retire  from  life."  The  PSAs 
have  been  distributed  to  major  television  and  radio 
stations  and  to  medical  societies  interested  in  dis- 
tributing the  spots  locally. 

State  and  county  auxiliary  presidents  have  re- 
ceived a letter  asking  them  to  consider  purchasing 
and  distributing  the  announcements  within  their 
communities.  The  AMA  Auxiliary  will  also  provide 
posters  and  buttons  free-of-charge  to  auxiliary 
members  on  request  to  promote  the  program. 


The  111th  Annual  Meeting  scientific  program 
has  been  completed  under  the  leadership  of  Pierre  J. 
Bouis  Jr.,  M.D.,  Chairman  of  the  Council  on  Scien- 
tific Activities  and  Committee  on  Medical  Education 
Chairman,  Orris  O.  Rollie,  M.D.  Program  highlights 
are  listed  below  and  as  in  the  past,  up  to  20  hours  of 
AMA  Category  I credit  will  be  available  to  program 
registrants. 

THEME  SYMPOSIUM 

"Quality  Medicine  in  a Rapidly  Changing  Environment” 

Thursday,  May  3rd  from  4:00  to  5:00  p.m. 

Featuring: 

Richard  E.  YaDeau,  M.D. 

Clinical  Assistant  Professor 
Departments  of  Surgery  and  Family  Practice 
and  Community  Health 
University  of  Minnesota 
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BIOETHICS  AND  THE  PHYSICIAN 

Thursday,  May  3rd  from  1:30  to  4:00  p.m. 
Featuring: 

David  H.  Smith,  Ph.D. 

Professor  and  Chairman 
Communications  and  Comprehensive  Medicine 
University  of  South  Florida  College  of  Medicine 
and 

William  T.  Reich,  S.T.D. 

Professor  of  Bioethics 

Georgetown  University  School  of  Medicine 
Senior  Research  Scholar 
The  Kennedy  Institute  of  Ethics 


THE  BASICS  OF  SEARCHING  MEDLINE 

Friday,  Mat  4th  from  7:30  to  10:45  a m.  and  1:30  to  5:30  p.m. 
(Completion  of  this  workshop  fulfills  the  National  Library  of 
Medicine  educational  requirements  for  application  to  obtain  a 
Medline  user  code.  A $17  fee  is  required  to  cover  the  cost  of  educa- 
tional materials  and  advanced  registration  should  be  mailed  to: 
Robert  C.  Fore,  Ed.D.,  Florida  Medical  Association,  P.O.  Box 
2411,  Jacksonville,  Florida  32203). 


SECTION  ON  ALLERGY 
AND  IMMUNOLOGY 

(Co-sponsored  by  Florida  Allergy  and  Immunology  Society) 
Saturday,  May  4,  1985 — 8:15  a.m.  to  12:30  p.m. 

Roger  W.  Fox,  M.D.,  Tampa 
Program  Chairman 

Welcome  — Norman  H.  Wasserman,  M.D.,  President,  Florida 
Allergy  and  Immunology  Society;  Plantation 
“AIDS  — The  USF  Experience,”  Richard  F.  Lockey,  M.D., 
Professor  of  Medicine  and  Pediatrics;  Director,  Division  of 
Allergy  and  Immunology,  University  of  South  Florida  College  of 
Medicine,  Tampa 

"Calcium  Antagonists  in  Asthma,”  Leslie  Hendeles,  Parm.D., 
Professor  of  Pharmacy  and  Pediatrics,  University  of  Florida 
College  of  Pharmacy,  Gainesville 

“Adverse  Reactions  to  Foods,”  John  J.  Stablein,  M.D.,  Assistant 
Professor  of  Medicine,  Division  of  Allergy  and  Immunology, 
University  of  South  Florida  College  of  Medicine,  Tampa 
"Non-IgE  Mediated  Drug  Reactions,”  Raymond  Slavin,  M.D., 
Professor  of  Medicine  and  Microbiology,  St.  Louis  University 
School  of  Medicine,  St.  Louis,  Missouri 
Coffee  Break 

“Immune  Response  Genes  in  Allergy,”  Mandel  Sher,  M.D., 
Clinical  Assistant  Professor  of  Pediatrics,  University  of  South 
Florida  College  of  Medicine,  Tampa 

“Immunologic  Lung  Diseases,”  Raymond  Slavin,  M.D.,  Professor 
of  Medicine  and  Microbiology,  St.  Louis  University  School  of 
Medicine,  St.  Louis,  Missouri 

Panel  Discussion  — Roger  W.  Fox,  M.D.,  Moderator 
Educational  Objectives:  The  topics  presented  will  inform  the 
allergist  and  immunologist  on  the  diagnosis  and  treatment  of 
common  clinical  problems  such  as  drug  reactions,  immunologic 
lung  diseases,  and  certain  reactions  to  food.  Scientific  reviews  on 
calcium  antagonists  in  asthma  and  immunogenetics  will  update 
clinicians  in  these  very  important,  rapidly  expanding  areas. 


SECTION  ON  CHEMICAL  DEPENDENCY 

(Co-sponsored  by  the  Florida  Medical  Foundation  Committee  on 
Impaired  Physicians  and  the  Florida  Chapter,  American  Medical 
Society  on  Alcoholism) 
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Thursday,  May  2,  1985 — 1:00  p.m.  to  4:00  p.m. 

Arvey  I.  Rogers,  M.D.,  Miami 
E.  Joan  Barice,  M.D.,  Palm  Beach  Gardens 
Program  Chairman 

“Substance  Abuse:  Consequences  and  Implications” 
Welcome  — Guy  T.  Selander,  M.D.,  Chairman,  FMF  Committee 
on  Impaired  Physicians,  Jacksonville 

Opening  Remarks  and  Introductions  — Arvey  I.  Rogers,  M.D., 
Member,  FMF  Committee  on  Impaired  Physicians,  Miami 
"Update  Cocaine:  A Continuing  Craze  of  the  ’80’s,”  Charles  V. 
Wetli,  M.D.,  Deputy  Chief  Medical  Examiner,  Dade  County,  and 
Associate  Professor  of  Pathology,  University  of  Miami  School  of 
Medicine,  Miami 
Questions  and  Answers 
Break 

“Medico— legal  Implications  of  Physician  Substance  Abuse,” 

Panel  Discussion 

Moderator— E.  Joan  Barice,  M.D.,  President,  Florida  Chapter, 
American  Society  on  Alcoholism,  Palm  Beach  Gardens 
Panelists — Richard  J.  Feinstein,  M.D.,  Florida  State  Board  of 
Medical  Examiners,  Miami;  Dolores  A.  Morgan,  M.D.,  Director 
of  Addiction  Services,  Mount  Sinai  Medical  Center,  Miami  Beach; 
Roger  A.  Goetz,  M.D.,  Medical  Director,  FMF  Impaired  Physicians 
Program,  Jacksonville;  Deborah  Miller,  J.D.,  Practicing  Attorney, 
Miami 

Educational  Objective:  Two  broad  areas  related  to  substance 
abuse  will  be  considered.  One  will  focus  on  a specific  substance 
abuse,  cocaine,  which  is  widespread  in  our  society.  Audience  par- 
ticipants can  be  expected  to  learn  the  status  of  the  “cocaine 
craze”  and  hopefully,  apply  specific  information  concerning 
recognition,  therapy  and  rehabilitation  to  their  own  practices  and 
acquaintances.  There  are  medico-legal  implications  of  physician 
substance  abuse  which  extend  far  beyond  the  recognition  of 
physician  impairment. 


SECTION  ON  CHEST  MEDICINE 

(Co-sponsored  by  the  Florida  Chapter,  American  College  of 
Chest  Physicians  and  the  Florida  Thoracic  Society) 
Thursday,  May  2,  1985 — 1:30  p.m.  to  4:30  p.m. 

Mark  Snider,  M.D.,  South  Miami 
Program  Chairman 

"AIDS  1985,”  Arthur  Patchenik,  M.D.,  Associate  Professor  of 
Medicine,  Division  of  General  Medicine  and  Pulmonary  Medi- 
cine, University  of  Miami  School  of  Medicine,  Miami 
Questions  and  Answers 

“Laser  Therapy  of  Bronchopulmonary  Lesions,”  Alan  L. 
Goldman,  M.D.,  Professor  and  Director,  Division  of  Pulmonary 
and  Critical  Care  Medicine,  University  of  South  Florida  College 
of  Medicine,  Tampa 

Questions  and  Answers 

"Asbestosis:  Recent  Scientific  and  Medical  Legal 
Developments,"  Paul  Epstein,  M.D.,  Chief,  Pulmonary  Divi- 
sion, The  Graduate  Hospital,  University  of  Pennsylvania  Medical 
School,  Philadelphia,  Pennsylvania 

Questions  and  Answers 

Educational  Objectives:  To  provide  the  physician  with  updated 
knowledge  regarding  AIDS,  asbestosis,  and  pulmonary  laser 
therapy.  Recent  developments,  current  impact,  pulmonary 
implications  and  future  trends  will  be  reviewed. 


SECTION  ON  COLON  AND 
RECTAL  SURGERY 

(Co-sponsored  by  Florida  Society  of  Colon  and  Rectal  Surgeons) 
Friday,  May  3,  1985—1:30  p.m.  to  5:30  p.m. 

Emmett  Ferguson  Jr.,  M.D.,  Jacksonville 
Program  Chairman 


“Golytely  for  Colon  Cleaning,”  Major  David  Beck,  U.S.  Army 
Hospital,  Patrick  Air  Force  Base 

"Technical  Tips  for  Intermediate  and  Advanced  Colonoscopy,” 

John  Christy,  M.D.,  Miami 

"Postoperataive  Radiation  Therapy  Following  Anterior  Re- 
section,” Shed  A.  Roberson,  M.D.,  Ormond  Beach 
"Operations  of  Choice  for  Cancer  of  Colon  and  Rectum,” 

Emmett  Ferguson  Jr.,  M.D.,  Jacksonville 

"Use  of  C02  Laser  in  Low  Lying  Rectal  Lesions,”  Harvey  A. 
Shub,  M.D.,  Orlando 
Panel  Discussion 

Educational  Objectives:  The  practitioner  will  be  provided  an  up- 
date on  current  topics  and  procedures  and  will  have  an  oppor- 
tunity to  participate  in  a panel  discussion 


SECTION  ON  DERMATOLOGY 

(Co-sponsored  by  the  Florida  Society  of  Dermatology) 
Friday,  May  3,  1985—3:00  p.m.  to  5:00  p.m. 

Saturday,  May  4,  1985 — 8:00  a.m.  to  12:00  noon 
Roger  S.  Golomb,  M.D.,  Clearwater 
Program  Chairman 

Friday,  May  3,  1985 

"Medicare  Update  for  Dermatology,”  Richard  C.  Dever,  M.D., 
Medical  Director,  Blue  Cross/Blue  Shield  and  Medicare,  Jackson- 
ville 

"Peer  Review:  Its  Frustrations  and  Values,”  Jerome  Africk, 
M.D.,  Altamonte  Springs 

"Surgical  Insurance  and  You,”  Panel  Discussion  — Jerome 
Africk,  M.D.,  Altamonte  Springs;  Terence  Cronin,  M.D., 
Melbourne;  Bernard  Cohen,  M.D.,  Miami;  Charles  Dugan,  M.D., 
West  Palm  Beach 

Saturday,  May  4,  1985 

Welcome  — Roger  S.  Golomb,  M.D.,  President 
"Viruses  and  Genital  Cancer  — Wiley  M.  Sams  Memorial 
Lectureship,”  Marvin  Lutzner,  M.D.,  Medical  Director,  National 
Institute  of  Health,  Bethesda,  Maryland 

"Liver  Toxicity  with  Etretinate  Therapy  for  Psoriasis,”  David 
Sharaf,  M.D.,  President,  Department  of  Dermatology,  Mount 
Sinai  Medical  Center,  Miami  Beach 

"Transverse  Sectioned  Scalp  Biopsy  and  Non  Scarring  Al- 
opecia — Norman  Fogel  Memorial  Lectureship,”  Alvin  R 
Solomon,  M.D.,  Assistant  Professor,  Dermatology  and  Pathology, 
University  of  Texas  Medical  Branch,  Galveston,  Texas 

Break 

"Advances  in  Melanoma  Pathology,”  Alexander  P.  Kowalczyk, 
M.D.,  Assistant  Professor  of  Dermatology,  University  of  Miami 
School  of  Medicine,  Miami 

"The  Clinical  Spectrum  of  Scleromyxedema,”  Nancy  Simons 
Ling,  M.D.,  Resident,  Division  of  Dermatology,  University  of 
South  Florida  College  of  Medicine,  Tampa 
"Simple  Surgical  Suggestions  for  Special  Situations  — Ruth 
Dugan  Memorial  Lectureship,”  Jay  Barnett,  M.D.,  Clinical 
Associate  Professor  of  Dermatology,  New  York  Medical  College, 
New  York,  New  York 

Educational  Objective:  To  present  and  discuss  several  topics 
relating  to  the  practice  and  management  of  dermatologic  prob- 
lems. 


SECTION  ON  DIABETES 

(Co-sponsored  by  the  American  Diabetes  Association, 
Florida  Affiliate) 

Saturday,  May  4,  1985 — 9:30  a.m.  to  12:00  noon 
Anthony  D.  Morrison,  M.D.,  Tampa 
Program  Chairman 


Welcome  and  Introduction  — Ronald  B.  Goldberg,  M.D.,  Assis- 
tant Professor  of  Medicine,  University  of  Miami  School  of 
Medicine,  Miami 

"Definition,  Classification,  Diagnosis  and  Pathogenesis  of  Type 
II  Diabetes  Mellitus,”  Thomas  G.  Skillman,  M.D.,  Professor 
Emeritus  of  Medicine,  Ohio  State  University  College  of  Medicine 
"Management  of  Type  II  Diabetes  Mellitus,”  Charles  R 
Shuman,  M.D.  Professor  of  Medicine,  Temple  University  School 
of  Medicine 
Break 

"Detection  and  Treatment  of  the  Complication  of  Type  II  Dia- 
betes Mellitus,”  Anthony  D.  Morrison,  M.D.,  Associate  Professor 
of  Medicine,  University  of  South  Florida  College  of  Medicine 
Panel  Discussion  — Ronald  B.  Goldberg,  M.D.,  Moderator 
Educational  Objectives:  To  communicate  recent  major  advances 
in  diabetes  research  and  provide  new  information  and  manage- 
ment guidelines  for  the  treatment  of  non-insulin  dependent  Type 
II  diabetes  mellitus;  to  provide  consistence  in  the  treatment  of 
Type  II  diabetes  mellitus  that  will  result  in  optimal  patient  care 
as  a result  of  diet,  exercise  and  the  selection  of  appropriate 
therapy  to  bring  about  and  maintain  control  of  this  disease;  and  to 
provide  primary  care  physicians  with  a written  guide  to  the  latest 
information  on  the  treatment  of  Type  II  NIDDM  for  use  in  daily 
practice. 


SECTION  ON  ENDOCRINOLOGY 

(Co-sponsored  by  the  Florida  Endocrine  Society) 

Friday  May  3,  1985 — 1:30  p.m.  to  5:00  p.m. 

Julio  C.  Pita  Jr.,  M.D.,  Miami 
Program  Chairman 

"Recent  Advances  in  Clinical  Thyroidology,”  Bruce  Weintraub, 
M.D.  Chief  of  the  Molecular,  Cellular  and  Nutritional  Endocri- 
nology Branch,  National  Institute  of  Arthritis,  Diabetes,  Digestive 
and  Kidney  Diseases  in  the  National  Institutes  of  Health 
Questions  and  Answers 

"Osteoporosis  — Pathophysiology,  Prevention  and  Treatment,” 

Morris  Notelovitz,  M.D.,  Ph.D.,  Professor  of  Obstetrics  and 
Gynecology,  University  of  Florida  School  of  Medicine,  Gainesville 

Questions  and  Answers 
Break 

"Thyrotropins  and  Gonadotropins,  Clinical  Implications,”  Bruce 
Weintraub,  M.D. 

Questions  and  Answers 

Educational  Objective:  To  receive  basic  principles  in  thyroid 
disorders  with  special  emphasis  on  clinical  application,  and  to 
review  concepts  in  the  evaluation  and  therapy  of  osteoporosis. 


SECTION  ON  FAMILY  MEDICINE 

(Co-sponsored  by  Florida  Academy  of  Family  Physicians 
and  Pfizer  Pharmaceuticals) 

Saturday,  May  4,  1985 — 8:00  a.m.  to  12:00  noon 
William  L.  Stewart,  Gainesville 
Program  Chairman 

"Newer  Drugs  in  the  Management  of  Diabetes,”  Anthony  D 
Morrison,  M.D.,  Division  of  Endocrinology,  Veterans  Adminis- 
tration Hospital,  Tampa 

"Malpractice  Prevention  — A Clinical  Approach,”  Holger 
Rasmussen,  M.D.,  Family  Physician,  Private  Practice,  Fremont, 
California 

"Initial  Work-up  of  the  Patient  with  Arthritis,”  Norman  B. 
Gaylis,  M.D.,  Rhuematologist,  Private  Practice,  North  Miami 
Beach 

"Better  Patient  Care  Through  Marketing,”  Andrew  P Morley  Jr., 
M.D.,  Family  Physician,  Private  Practice,  Decatur,  Georgia 
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Educational  Objective:  To  provide  the  practicing  physician  with 
updated  information  on  two  important  clinical  topics  in  primary 
care  and  discuss  some  important  medical  economics  topics 
(marketing  and  malpractice)  that  affect  patient  care  and  its 
delivery. 


SECTION  ON  GASTROENTEROLOGY 

(Co-sponsored  by  the  Florida  Gastroenterologic  Society) 
Friday,  May  3,  1985 — 1:30  p.m.  to  5:00  p.m. 

Arvey  I.  Rogers,  M.D.,  Miami 
Program  Chairman 

“Digestive  Disorders:  Current  Concepts” 

Session  I:  Diagnosis 

“The  Hemoccult  Positive  Stool,”  John  P.  Christie,  M.D.,  Member, 
Florida  Gastroenterologic  Society 

“ERCP  — Uses  and  Abuses,”  Jeffrey  B.  Raskin,  M.D.,  Member, 
Florida  Gastroenterologic  Society 

“Esophageal  Manometry:  When  to  Request  and  How  to  Inter- 
pret,” Arvey  I.  Rogers,  M.D.,  Member,  Florida  Gastroenterologic 
Society 

"Hepatitis:  Proper  Use  of  Serologic  Parameters,”  Rajevender 
Reddy,  M.D.,  Member,  Florida  Gastroenterologic  Society 
Questions  and  Answers 
Session  II:  Management 

“Colon  Polyps:  Discovery  and  Remedy,”  John  P.  Christie,  M.D. 
“H-2  Receptor  Blockers  in  Peptic  Ulcers:  Use  and  Abuse,”  Jeffrey 
B.  Raskin,  M.D. 

“Inflammatory  Bowel  Disease:  Pharmacotherapy  Update,” 

Arvey  I.  Rogers,  M.D. 

"Chronic  Active  Liver  Disease,”  Rajevender  Reddy,  M.D. 
Questions  and  Answers 

Educational  Objective:  Update  conflicts  and  controversies  in  im- 
portant diagnostic  and  management  aspects  of  common  GI  and 
liver  problems. 


SECTION  ON  NEUROLOGY 

(Co-sponsored  by  Florida  Society  of  Neurology) 

Saturday,  May  4,  1985 — 8:00  a.m.  to  11:45  a.m. 

Walter  C.  Martinez,  M.D.,  West  Palm  Beach 
Program  Chairman 

“Epilepsy:  Current  Art,  Current  Science” 

"Overview  and  Introduction,”  Walter  C.  Martinez,  M.D.,  Co- 
Director,  Muscular  Dystrophy  Society  of  Palm  Beach  County, 
Palm  Beach 

"Diagnosis  and  Treatment  Update,”  R.  Eugene  Ramsay,  M.D., 
Associate  Professor,  University  of  Miami  School  of  Medicine, 
Miami 

"Prolonged  Inpatient  Monitoring,”  Michael  Duchowny,  M.D., 
Director,  Seizure  Unit,  Variety  Children's  Hospital,  Miami 

Break 

"Effects  of  Medications  on  Learning,”  Robert  Cullen,  M.D., 
Director  of  Child  Neurology,  Variety  Children's  Hospital,  Miami 
"Private  Practice  of  Neurology:  Past,  Present,  and  Future,” 
Willis  N.  Dickens,  M.D.,  practicing  neurologist,  Ft.  Lauderdale 
Educational  Objective:  To  review  the  present  diagnostic  tests  and 
therapy  relative  to  the  practice  of  neurology. 


SECTION  ON  NEUROSURGERY 

(Co-sponsored  by  the  Florida  Neurosurgical  Society) 
Saturday,  May  4,  1985—8:00  a.m.  to  12:00  p.m. 
Barth  A.  Green,  M.D.,  Miami 
Program  Chairman 
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“Computerized  Multichannel  EMG  Biofeedback,”  Bernard 
Brucker,  Ph.D., 

"Computerized  Closed  Loop  Functional  Electrical  Stimula- 
tion,” Mark  Nash,  Ph.D., 

"Microlaser  Neurovascular  Reconstruction,”  Steve  Hart,  Direc- 
tor, Microsurgery  Education 

"Magnetic  Resonance  Imaging,”  Jerome  Sheldon,  M.D. 

"CNS  Regeneration,”  Barth  A.  Green,  M.D.,  Associate  Professor, 
Neurosurgery 

Educational  Objective:  The  course  attendees  will  be  familiar  with 
the  technology  and  application  of  computerized  biofeedback,  the 
technology  and  application  of  computerized  functional  electrical 
stimulation,  gain  an  understanding  of  the  use  of  the  microlaser 
for  the  reconstruction  of  nerves  and  blood  vessels,  gain  an 
understanding  of  magnetic  resonance  imaging  (MRI)  technology 
and  its  practical  use  in  neurosurgery,  and  they  will  be  presented 
with  an  overview  of  the  state  of  the  art  laboratory  research  in 
CNS  regeneration. 


SECTION  ON  NUCLEAR  MEDICINE 

(Co-sponsored  by  Florida  Association  of  Nuclear  Physicians,  Inc.) 
Saturday,  May  4,  1985—9:00  a.m.  to  12:00  p.m. 

Ronald  D.  Levy,  M.D.,  Melbourne 
Program  Chairman 

"The  Potential  of  S.P.E.C.T,”  Frank  DeLand,  M.D.,  Head,  De- 
partment of  Nuclear  Medicine,  Princess  Margaret  Hospital, 
Ontario,  Canada 

"Lymphoscintigraphy  in  Breast  Cancer,”  Gunes  N.  Ege,  M.D., 
Head,  Department  of  Nuclear  Medicine,  University  of  Kentucky 
Medical  Center,  Lexington 

Break 

"Lymphoscintigraphy  in  Other  Cancers,”  Gunes  N.  Ege,  M.D. 
"Current  Status  of  Radioimmuno  Imaging,”  Frank  Deland,  M.D. 
Educational  Objective:  To  provide  current  information  on  topics 
related  to  the  practice  of  nuclear  medicine. 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

(Co-sponsored  by  the  Florida  Obstetric  and  Gynecologic  Society) 
Saturday,  May  4,  1985 — 8:00  a.m.  to  12:00  p.m. 

Dale  L.  Taylor,  M.D.,  Lakeland 
Program  Chairman 

Introductions 

(Selected  scientific  papers  will  be  presented  by  residents  and  fac- 
ulty from:  University  of  Florida  College  of  Medicine,  University 
of  South  Florida  College  of  Medicine,  and  University  of  Miami 
School  of  Medicine) 

Educational  Objective:  A variety  of  topics  will  be  presented  on 
the  practice  of  obstetrics  and  gynecology  along  with  an  oppor- 
tunity for  discussion. 


SECTION  ON 

OCCUPATIONAL  MEDICINE 

(Co-sponsored  by  Florida  Occupational  Medical  Association) 
Saturday,  May  4,  1985—8:00  a.m.  to  11:15  a.m. 

Emmett  B.  Ferguson,  M.D.,  Kennedy  Space  Center 
Program  Chairman 

"Worker's  Right  to  Know  Legislation  and  the  Physician,” 

Nicholas  Alexiou,  M.D.,  M.P.H.,  President,  Florida  Occupational 
Medical  Association;  and  Assistant  Professor,  Department  of 
Comprehensive  Medicine,  University  of  South  Florida,  Tampa 
"State-based  Occupational  Disease  Surveillance  Programs,”  - 
Robert  Mullan,  M.D.,  National  Institute  for  Occupational  Safety 
and  Health,  Surveillance  Branch,  Robert  A.  Taft  Labs,  Cincinnati, 
Ohio 


“Registry  of  Occupational  Illnesses,''  E.  Lee  Husting,  Ph  D., 
Professor,  Comprehensive  Medicine,  University  of 
South  Florida,  Tampa 

Break 

Student  Presentation  in  Occupational  Medicine.  (The  best  paper 
in  the  field  of  Occupational  Medicine  submitted  by  candidates  in 
the  Master  of  Public  Health  Programs  at  the  University  of  South 
Florida.  Winner  and  subject  to  be  announced) 

“Respiration  Protection  Programs,  Who's  in  Charge?”  Emmett 
B.  Ferguson,  M.D.,  M.P.H. 

Educational  Objective:  To  identify  timely  occupational 
medicine  issues  of  clinical  and  legal  importance  for  all  physi- 
cians. To  update  the  attendees  on  recent  Federal  and  State 
Legislation  that  will  impact  the  Doctor/Patient  relationship  with 
most  of  our  employed  patients.  To  familiarize  physicians  with  ef- 
forts by  the  National  Institute  for  Occupational  Safety  and  Health 
to  collect  illness  data  from  industrial  populations.  To  identify 
essential  elements  of  workers'  compensation  programs.  To 
establish  the  basis  for  cooperative  effort  between  occupation  and 
private  practitioners  to  improve  the  total  health  care  system  for 
the  worker/ 

patient.  And  to  stimulate  an  interest  in  Statewide  health  educa- 
tion programs  and  continuing  education  opportunities  in  occupa- 
tional medicine. 


SECTION  ON  CLINICAL  ONCOLOGY 

(Co-sponsored  by  Florida  Radiological  Society,  Florida  Society  of 
Clinical  Oncology,  and  American  Cancer  Society,  Florida  Division) 
Friday,  May  3,  1985—1:30  p.m.  to  5:00  p.m. 

Robert  Nuss,  M.D.,  Jacksonville 
Juan  Fayos,  M.D.,  Miami 
Program  Chairmen 
“Carcinoma  of  the  Head  and  Neck” 

"Surgical  Approach  to  Carcinoma  of  the  Head  and  Neck,” 
James  R.  Chandler,  M.D.,  Professor  and  Chairman  of  the  Depart- 
ment of  Otolaryngology,  Miami 

"Overview  of  Head  and  Neck  Surgery,”  Monica  B.  Spaulding, 
M.D.,  Associate  Professor  of  Medicine,  State  University  of  New 
York  at  Buffalo  School  of  Medicine;  Chief  of  Oncology  Section, 
Buffalo  VA  Medical  Center,  Buffalo,  New  York 

Break 

“The  Role  of  Radiation  Therapy  in  Head  and  Neck 
Malignancy,”  Rodney  R.  Million,  M.D.,  Professor  and  Chairman, 
Division  of  Radiotherapy,  University  of  Florida  College  of 
Medicine,  Gainesville 

Questions  and  Answers 

Educational  Objective:  A multiple  disciplinary  program  directed 
to  surgeons,  radiation  oncologists,  and  medical  oncologists,  - 
concerning  the  treatment  of  head  and  neck  malignancies  stressing 
the  combined  modality  treatment  of  head  and  neck  cancer. 


SECTION  ON  OPHTHALMOLOGY 

(Co-sponsored  by  the  Florida  Society  of  Ophthalmology) 
Saturday  May  4,  1985 — 9:00  a.m.  to  12:00  noon 
Bascom  Palmer  Institute 
Lawrence  B.  Katzen,  M.D.,  Miami 
Program  Chairman 

"Common  Eyelid  Tumors  and  Pearls  on  Reconstruction,” 
Richard  R.  Tenzel,  M.D.,  Clinical  Professor  of  Ophthalmology, 
University  of  Miami  School  of  Medicine;  Chief,  Plastic  Surgery 
Services,  Bascom  Palmer  Eye  Institute,  Miami 
"Blepharoplasty,”  J.  Justin  Older,  M.D.,  P.A.,  Ophthalmic 
Plastic  and  Reconstructive  Surgery,  University  of  South  Florida, 
Tampa 


“Acquired  Ptosis,”  Lawrence  B.  Katzen,  M.D.,  Clinical  Assis- 
tant Professor  of  Ophthalmology  — Bascom  Palmer  Eye  Institute, 
Miami 

Educational  Objective:  This  three  hour  symposium  on 
oculoplastic  surgery  is  designed  to  update  the  participants  on 
common  eyelid  problems,  blepharoplasty,  and  acquired  ptosis. 
The  lecturers  will  provide  current  state  of  the  art  information  on 
evaluation  and  treatment  of  these  problems.  It  is  expected  that  at 
the  completion  of  this  meeting,  the  participants  will  have 
enhanced  their  ability  to  diagnose  and  manage  the  above  de- 
scribed problems.  In  addition,  it  is  hoped  that  their  surgical 
techniques  will  be  improved  as  well.  There  will  be  a total  of  three 
hours  of  lecture,  question  and  answer  periods,  and  panel  dis- 
cussions. 


SECTION  ON  ORTHOPEDICS 

(Co-sponsored  by  the  Florida  Orthopedic  Society) 

Friday,  May  3,  1985 — 7:30  a.m.  to  10:30  a.m. 

Friday,  May  3,  1985—1:30  p.m.  to  5:00  p.m. 

Saturday,  May  4,  1985 — 7:00  a.m.  to  10:50  a.m. 

Ralph  E.  Peterson,  M.D.,  Naples 
Program  Chairman 
David  S.  Teperson,  M.D.,  Hollywood 
Local  Arrangements  Chairman 

Session  I:  Friday,  May  3,  1985 
Wallace  Miller,  M.D.,  Miami,  Moderator 
Opening  Remarks  — Ralph  E.  Peterson,  M.D.,  Naples 
"Orthopedic  Management  of  the  Multiple  Injured  Child,”  Jorge 
Alonso,  M.D.,  Member,  Florida  Orthopedic  Society,  Jacksonville 
“Three  Bone  Forearm  in  the  Adolescent  — A Ten  Year  Follow- 
Up,”  William  A.  Stolzer,  M.D.,  Member,  Florida  Orthopedic 
Society,  Port  St.  Lucie 

"Osteomyelitis  of  the  Cervical  Spine,”  Frank  J.  Eismont,  M.D., 
Member,  Florida  Orthopedic  Society,  Miami 
“Cotrel  Dubousset  Posterior  Spinal  Instrumentation,  A Pre- 
liminary Report,”  Charles  Wingo,  M.D.,  Louisville,  Kentucky 
“Segmental  Spinal  Instrumentation  in  Idiopathic  Scoliosis  — 
Retrospective  Analysis  of  234  Cases,”  H.L.  Shuffelbarger,  M.D.; 

L. A.  Rinski,  M.D.;  A.  Kahn,  M.D.;  H.  Shank,  R.N.,  Miami 
“Closed  Femoral  and  Tibial  Nailing  for  Non-Union  and  Mal- 
union,”  Sigvard  T.  Hansen,  M.D.,  Professor  and  Chairman  of  the 
Department  of  Orthopedic  Surgery,  University  of  Washington 
Medical  School,  Seattle,  Washington 

"Subtalar  Dislocations:  A Prognosticating  Classification,” 
Steven  Lancaster,  M.D.;  Marshall  Horowitz,  M.D.;  Jorge  Alonso, 

M. D.,  Jacksonville 

Session  II,  Friday,  May  3,  1985 

Richard  M.  Fry,  M.D.,  Gainesville,  Moderator 

"Allergenic  Transplants:  State-of-the-Art  and  Multi-Institutional 

Approach,”  Hans  Burchardt,  Ph  D.,  University  of  Florida, 

Gainesville 

"Hip  Osteotomies  and  Arthrosis,”  Jeff  Mast,  M.D.,  Member, 
Florida  Orthopedic  Society,  Tampa 

"Cementless  Revision  of  Total  Hip  Replacement,”  William  R. 
Kennedy,  M.D.,  Sarasota 

"Hand  Injuries  in  Sports,”  Robert  S.  Franco,  M.D.;  J.C.  Crick, 
M.D.,  Jacksonville 

Break 

"Concepts  and  Considerations  in  Reconstructive  Foot 
Surgery,”  Sigvard  T.  Hansen,  M.D. 

"Past  Accomplishments  of  Biochemical  Relationships  of  Osteo- 
arthritis and  Future  Direction,”  David  S.  Howell,  M.D., 
Member,  Florida  Orthopedic  Society,  Miami 
"Spinal  Decompression  for  Acute  Fractures,”  Richard  E.  Strain, 
M.D.;  Greg  Zorman,  M.D.;  Donald  Sheffal,  M.D.;  Donald 
Guilianti,  M.D.,  Hollywood 
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Adjournment 

Session  HI,  Saturday,  May  4,  1985 

Sandy  Burdett,  M.D.,  West  Palm  Beach,  Moderator 
"Surgical  Approach  to  Significant  Low  Lumbar  Spinal  Pro- 
blems,” George  T.F.  Rahilly,  M.D.,  Member,  Florida  Orthopedic 
Society,  Ft.  Lauderdale 

"Anatomic  Surface  Replacement  Arthroplasty  of  the  Elbow,” 

Roland  Pritchard,  M.D.,  Member,  Florida  Orthopedic  Society, 
Miami 

"Pigmented  Villonodular  Synovitis  Mimicking  Internal 
Derangement  of  the  Knee,  Report  of  Three  Cases,”  Jose  E.  Diaz, 
M.D.,  Member,  Florida  Orthopedic  Society,  Ft.  Lauderdale 
"Relationship  of  Soft  Tissue  Grading  to  Fixation  Choices  in 
Open  and  Closed  Fractures,”  Sigvard  T.  Hansen,  M.D. 

Break 

Session  IV,  Saturday,  May  4,  1985 

Richard  G.  Onkey,  M.D.,  Naples,  Moderator 
"Primary  Subacute  Hematogenous  Epiphyseal  Osteomyelitis,” 
Charles  H.  Moorefield,  III,  M.D.;  Charles  T.  Price,  M.D.,  Orlando 
"Painful  Foot  in  Relationship  to  Peripheral  Vascular  Ischemia 

and  Presence  of  Normal  Pulsation,”  Wallace  Miller,  M.D., 
Member,  Florida  Orthopedic  Society,  Miami 
Educational  Objective:  To  provide  an  orthopaedic,  trauma,  in- 
fection and  reconstructive  program  presented  in  the  form  of  20 
presentations  three  of  which  will  consist  of  45  minute  lec- 
ture/discussions on  the  above  topics  by  guest  lecturer  Sigvard  T. 
Hansen,  M.D. 


SECTION  ON  PATHOLOGY 

(Co-sponsored  by  Florida  Society  of  Pathologists] 

Friday,  May  3,  1985—1:30  p.m.  to  5:00  p.m. 

Albert  Cohen,  M.D.,  Delray  Beach 
Program  Chairman 

"Major  Problems  in  Pulmonary  Pathology  in  the  21st  Century,” 

Jerome  Kleinerman,  M.D.,  Professor  and  Chairman,  Department 
of  Pathology,  Mount  Sinai  School  of  Medicine,  New  York,  New 
York 

"Angitis  and  Granulomatosis  of  the  Lung  — A Reappraisal,” 

Mario  Saldana,  M.D.,  Professor  of  Pathology,  University  of 
Miami  School  of  Medicine,  Miami 

Educational  Objective:  Two  important  issues  in  pathology  will 
be  examined  to  include  major  problems  in  pulmonary  pathology 
in  the  21st  century;  and  a reappraisal  of  angitis  and  granulomatosis 
of  the  lung. 


SECTION  ON  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

(Co-sponsored  by  the  Florida  Society  of 
Plastic  and  Reconstructive  Surgery) 

Saturday,  May  4,  1985—9:00  a.m.  to  12:00  p.m. 
Lawrence  B.  Robbins,  M.D.,  Miami  Beach 
Program  Chairman 
"Trends  in  Plastic  Surgery” 

"Eye  Liner  — Yes  or  No?”  Alan  Rapaport,  M.D. 

Discussion 

"Complications  and  Treatment  of  Face  Lifting,”  Charles 
Radlauer,  M.D. 

"Chest  Wall  Reconstruction,”  Thomas  Zaydon,  M.D. 

Discussion 

"Microsurgery  Update  1985,”  Gregory  Louaas,  M.D. 
"Ambulatory  Surgical  Facilities,  State  of  the  Art,”  Lawrence 
Robbins,  M.D. 

Educational  Objective:  Several  current  trends  in  the  practice  of 
plastic  surgery  will  be  examined  and  discussed. 
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SECTION  ON  PREVENTIVE  MEDICINE 

(Co-sponsored  by  Florida  Society  for  Preventive.  Medicine) 
Saturday,  May  4,  1985—8:00  a.m.  to  12:00  noon 
Stephen  H.  King,  M.D.,  Tallahassee 
Program  Chairman 

Greetings  from  the  Program  Chairman 

"Recent  Advances  in  the  Problem  of  AIDS,”  Jeffrey  J.  Sacks, 
M.D.,  M.P.H.,  State  Epidemiologist,  Department  of  HRS, 
Tallahassee 

"Modern  Epidemiology  and  Control  of  Tuberculosis,”  Clifford 
H.  Cole,  M.D.,  M.P.H.,  Director,  Community  Tuberculosis 
Control,  Department  of  HRS,  Jacksonville 
"Decision  Analysis  in  Public  Health,”  Jeffrey  P.  Koplan,  M.D., 
M.P.H.,  Assistant  Director,  Public  Health  Practice,  Centers  for 
Disease  Control,  Atlanta,  Georgia 

"Role  of  Toxicology  in  Public  Health  Practice,”  Richard  W. 
Freeman,  Ph.D.,  Toxicologist,  Preventive  Health  Services, 
Department  of  HRS,  Tallahassee 

"Rabies  in  the  Wildlife  Environment,”  Faye  E.  Sorhage,  V.M.D., 
M.P.H.,  E.I.S.,  Department  of  HRS,  Tallahassee 
Educational  Objective:  The  program  of  the  Section  on  Preven- 
tive Medicine  is  designed  to  provide  the  attendees  with  updated 
information  on  a series  of  relevant  topics  in  preventive  medicine. 
This  information  will  increase  the  practice  skills  of  the  attendee 
particularly  in  the  topics  of  AIDS,  tuberculosis,  decision  analysis, 
toxicology,  and  rabies. 


SECTION  ON  PSYCHIATRY 

(Co-sponsored  by  Council  of  Florida  District  Branches  of 
the  American  Psychiatric  Association) 

Friday,  May  3,  1985 — 7:30  a.m.  to  10:45  a.m. 

Juan  E.  Rodriguez,  M.D.,  Miami 
Program  Chairman 

"Relevance  of  Dynamic  Psychotherapy  to  Psychiatry,  — 
Reminiscenses  and  Expectations,”  Evan  Katz,  M.D. 

"Keeping  Ourselves  Emotionally  Fit  Under  Stress,"  Peggy 

Hutson,  M.D. 

"Psychology  and  Clinical  Applications,”  Elizabeth  Gilmore,  M.D. 
"The  Role  of  Psychiatry  in  Medical  Practice,”  Michael  Hughes, 

M.D. 

"Physicians'  Kids:  Problems  in  the  Potential,”  Richard  Rubin, 

M.D. 

"Forensic  Psychiatry,”  Sanford  Jacobson,  M.D. 

Educational  Objective:  To  provide  a comprehensive  psychiatric 
update  for  the  medical  profession  with  a broad  spectrum  of  sub- 
jects. Topics  range  from  patient  management  to  physicians  and 
their  families. 


SECTION  ON  RADIOLOGY 

(Co-sponsored  by  the  Florida  Radiological  Society) 

Friday,  May  3,  1985—1:30  p.m.  to  5:30  p.m. 

Saturday,  May  4,  1985 — 8:00  a.m.  to  12:00  noon 
Kurt  W.  Mori,  M.D.,  Jacksonville 
Program  Chairman 

Friday,  May  3,  1985 

"Foundations  of  Clinical  Ultrasound,”  Jason  Bimholz,  M.D., 
Professor  of  Radiology,  Rush-Presbyterian  — St.  Luke's  Medical 
Center,  Chicago 

“Thallium  Myocardial  Imaging,”  Gordon  DePuey,  M.D., 
Associate  Professor  of  Radiology,  Emory  University,  Atlanta 
Break 

"Ultrasound  Evaluation  of  the  Fetus,”  Jason  Bimholz,  M.D. 
"Gated  Blood  Pool  Studies,”  Gordon  DePuey,  M.D. 

Questions  and  Answers 


Saturday,  May  4,  1985 
Introduction 

“Vascular  CT  Imaging  — Indications  and  Pitfalls,”  Stanley 
Rapoport,  M.D.,  Assistant  Professor  of  Radiology,  Yale  University 
College  of  Medicine,  New  Haven 

“Radiologic  Approach  to  the  Jaundiced  Patient,”  Kurt  W.  Mori, 
M.D.,  Attending  Radiologist,  Baptist  Medical  Center,  Jacksonville 
“Correlative  Imaging  in  Abdominal  Infections  — New  Con- 
cepts,” Stanley  Rapoport,  M.D. 

Questions  and  Answers 

Educational  Objective:  The  program  is  directed  towards  diag- 
nostic radiologists  emphasizing  newer  concepts  in  non-invasive 
imaging  modalities. 


SECTION  ON  RHEUMATOLOGY 

(Co-sponsored  by  the  Florida  Society  of  Rheumatology] 
Friday,  May  3,  1985 — 1:30  p.m.  to  5:00  p.m. 

Mike  F.  Mass,  M.D.,  Jacksonville 
Program  Chairman 

"Factors  Regulating  Bone  Metabolism,”  Lawrence  G.  Raisz, 
M.D.,  Head  of  Endocrinology  and  Metabolism,  University  of 
Connecticut  in  Farmington 

“Pathogenesis  Differential  Diagnosis,  Prevention  and  Treatment 
of  Osteoporosis,”  Lawrence  G.  Raisz,  M.D. 

Educational  Objective:  To  acquaint  the  general  medical  com- 
munity with  the  general  concepts  of  metabolic  bone  disease  and 
the  risk  factors  involved  in  osteoporosis  as  well  as  attempts  at 
measurement  and  modification  of  this  disease. 


SECTION  ON  SURGERY 

(Co-sponsored  by  the  Florida  Chapter,  American  College  of 
Surgeons,  the  Florida  Association  of  General  Surgeons,  and 
the  Florida  Association  of  Pediatric  Surgeons) 

Friday,  May  3,  1985—2:00  p.m.  to  5:00  p.m. 

John  O.  Gage,  M.D.,  Pensacola 
Program  Chairman 

Resident  Papers 

“Natural  History  for  Surgical  Resections  for  Hepatic  Metas- 
tases,”  Kirby  I.  Bland,  M.D.,  Professor  and  Associate  Chairman, 
Department  of  Surgery,  University  of  Florida  College  of  Medicine, 
Gainesville 

Questions  and  Answers 

“Regional  and  Systemic  Management  of  Hepatic  Metastases  of 
Colorectal  Origin,”  John  M.  Daly,  M D.,  Sloan-Kettering  Institute 
Questions  and  Answers 

Educational  Objective:  To  acquaint  physicians  and  surgeons  in  the 
application  and  use  of  self-contained  subcutaneous  implantable 
continuous  chemotherapeutic  infusion  pumps  in  the  treatment  of 
metastatic  carcinoma  of  the  liver,  and  the  surgical  indications  and 
treatment  of  hepatic  metastases. 


SECTION  ON  UROLOGY 

(Co-sponsored  by  Florida  Urological  Society) 

Saturday,  May  4,  1985 — 9:00  a.m.  to  12:00  noon 
Jorge  L.  Lockhart,  M.D.,  Miami 
Program  Chairman 

“Alternative  Methods  of  Urethral  Stricture  Repair,”  George  D. 
Webster,  M.D  , Assistant  Professor  of  Urology,  Duke  University 
School  of  Medicine,  Durham,  North  Carolina 
"T.  Leon  Howard  Pyelogram  Hour,”  lan  Nisonson,  M.D.,  Moder- 
ator 


Educational  Objective:  Dr.  Webster  will  talk  about  surgical 
techniques,  rather  than  endoscopic  procedures  to  treat  urethral 
stricture  with  emphasis  on  skin  graft  and  urethroplasty  technique. 
This  will  be  a clinical  talk  and  will  have  practical  information  to 
assist  the  Urologist  in  patient  care.  During  the  Pyelogram  Hour, 
x-rays  of  interesting  cases  will  be  presented  by  the  membership  and 
discussed  in  detail. 


Restaruant  list  for  dining 
during  FMA  Annual  Meeting 

The  following  restaurants  provide  a large  variety 
of  suggestions  for  dining  at  the  FMA  Annual  Meeting, 
May  1-5,  Diplomat  Hotel,  Hollywood.  This  list  was 
submitted  by  Charles  A.  Monnin  Jr.,  M.D.,  Hialeah, 
and  compiled  by  Glenn  Parker  and  Jim  Hinsdale.  Mr. 
Parker  is  President  of  the  Fort  Lauderdale  Chapter  of 
the  Confrerie  de  la  Chaine  des  Rotisseurs  and  is  one 
of  the  contributors  to  Baron’s  Report.  Mr.  Hinsdale  is 
a member  of  the  Wine  and  Food  Society  of  Palm 
Beach  and  President  of  the  Chaine  in  Boca  Raton. 

Cafe  September 

2975  North  Federal  Highway 

Fort  Lauderdale 

563-4331 

Nouvelle  cuisine  and  excellent  wines.  Adjoins  the 
September  nightclub.  Expensive. 

Casa  Vecchia 

209  North  Birch  Road 
Fort  Lauderdale 
463-7575 

Excellent  Italian.  Overlooks  the  Intracoastal  Water- 
way. 

Chuck's  Steak  House 

(two  locations) 

1201  Southeast  17th  Street  Causeway 

Fort  Lauderdale 

527-4400 

300  South  State  Road  7 

Plantation 

584-8817 

Known  for  its  steaks  and  prime  rib.  No  reservations. 
Excellent  salad  bar.  A real  bargain.  Moderate. 

The  Down  Under 

3000  East  Oakland  Park  Blvd. 

Fort  Lauderdale 
563-4123 

Very  popular.  Very  good.  American  and  European 
dishes.  Expensive. 
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The  French  Quarter 

215  SE  8th  Avenue 
Fort  Lauderdale 
463-8000 

Features  good  basic  French  food,  delighted  decor  and 
an  upstairs  bar  and  disco  for  the  30  and  up  age  group. 

Mai  Kai 

3599  North  Federal  Highway 

Fort  Lauderdale 

563-3272 

One  of  the  nation's  top  purveyors  of  Polynesian  type 
food.  Nightly  review  of  beautiful  sarong  clad  girls 
and  knife  throwing  strong  men.  Moderate. 

Paesano 

1301  East  Las  Olas  Blvd. 

Fort  Lauderdale 
467-3266 

Popular  Italian  cuisine,  good  wine  selection,  friend- 
ly atmosphere  and  moderately  priced.  A choice  of 
very  elegant  dining  rooms. 

Paesano's  North 

3850  North  Federal  Highway 
Light  House  Point 
942-0006 

Pier  66 

2301  SE  17th  Street  Causeway 

Fort  Lauderdale 

524-0566 

A skyscraping  pause  with  a view  of  one  of  the 
world's  great  marinas.  The  elevator  takes  66 
seconds;  the  floor  rotates  every  66  minutes.  An  ex- 
cellent place  to  begin  an  evening  of  dining.  Great  for 
cocktails.  Windows  on  the  Green  Restaurant,  which 
is  not  only  one  of  the  most  beautiful  dining  rooms  in 
South  Florida,  but  maybe  the  finest  nouvelle  cuisine 
in  the  Fort  Lauderdale  area. 

La  Coquille 

1619  East  Sunrise  Blvd. 

Fort  Lauderdale 
467-3030 

Fine  new  French  Restaurant. 

Umberto's 

308  North  Federal  Highway 

Hallandale 

456-2110 

Moderate,  $15. 

Rinaldo's 

2705  North  Dixie  Highway 
Fort  Lauderdale 
561-8129 

A very  small  restaurant,  seats  only  35,  with  a very 
eclectic  continental  menu. 
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Ristorante  Itallano 
La  Perla 

1818  East  Sunrise  Blvd. 

Fort  Lauderdale 
765-1950 
Beer  and  wine. 

Yesterdays 

The  Plum  Room 

3001  East  Oakland  Park  Blvd. 

Fort  Lauderdale 
561-4400 

Lovely  atmosphere.  Good  food.  Moderately  expen- 
sive. The  Plum  Room  on  top  is  interesting.  Expen- 
sive. 

La  Vieille  Maison 

770  East  Palmetto  Park  Road 

Boca  Raton 

421-7370 

Mobile  5 star  winner  and  a consistent  Holiday 
Award  winner. 

Roberto 

640  East  Atlantic  Blvd. 

Delray  Beach 
278-8351 

Recently  expanded  due  to  popularity.  Must  try  their 
famous  crisp  duck  and  succulent  vealchop.  Fresh 
seafood  and  very  fine  veal  dishes.  Moderate  lunch 
and  dinner.  Closed  Sunday. 

The  Grocery 

640  East  Atlantic  Blvd. 

Delray  Beach 
278-5219 

California  style  cuisine;  excellent  and  well-priced 
wine  list  featuring  California  wines.  Overflowing 
with  greenery.  Casual  atmosphere,-  filled  with  an- 
tiques and  unusual  items.  Next  to  Roberto.  Mod- 
erate. 

Bali  Plaza 

21212  Street  Andrews  Blvd. 

Boca  Raton 
391-6676 

Authentic  Indonesian  cuisine  (also  good  Chinese 
selections).  Try  the  rijstafel.  The  knowledgeable  and 
friendly  owner  will  be  glad  to  assist  you  in  choosing 
your  meal.  Small  wine  list  as  beer  is  the  preferred 
drink  with  Indonesian  cuisine.  Inexpensive  to  mod- 
erate. 

Bernard's 

1730  North  Federal  Highway 

Boyton 

737-2236 

Continental  dining  in  a garden  atmosphere.  Watch 
racoons  come  out  at  night!  Moderate. 


Brooks 

500  South  Federal  Highway 
Deerfield  Beach 
427-9302 

Large  restaurant  which  manages  to  maintain  in- 
timate atmosphere.  Decent  wine  list  at  moderate  to 
high  prices.  Continental  cuisine,  check  on  chef's 
specials. 

Pals  the  Captains  Table 

Cove  Yacht  Basin 
Deerfield  Beach 
427-4000 

Beautiful  location  directly  on  the  Intracoastal.  A 
Deerfield  institution.  Fine  Continental  cuisine  with 
occasional  spotty  service.  A bit  touristy,  but  fun. 
Moderate.  Lunch  and  dinner. 

Poppagallos 

410  North  Federal  Highway 

Pompano 

785-4444 

Excellent  Italian  cuisine  with  superb  service.  Check 
for  the  chef's  specials,  they  are  that.  Good  Italian 
wine  list.  Moderate. 

Cafe  Limoges 

1 South  Ocean  Blvd. 

Boca  Raton 
368-2474. 

Features  fresh  seafood  and  veal  dishes.  Nice  wine 
list.  Moderate. 

Arturo's  Ristorante 

6570  North  Federal  Highway 

Boca  Raton 

997-7373 

Authentic  and  excellent  Italian  cuisine.  Homemade 
pastas.  Lovely  atmosphere,  tableside  cooking.  Nice 
wine  list.  Moderate. 

| T's  Restaurant 

4400  North  Federal  Highway 

Boca  Raton 

392-4210 

Authentic  French  atmosphere  and  cuisine.  The 
young  Chef's  sauces  are  superb.  Moderate  to  expen- 
sive. 

Baan  Tahi 

2885  S.  Federal  Highway 
Delray  Beach 
272-8326 

Fine  Thai  Cuisine.  Often  features  Thai  dancing  as 
the  owner's  wife  is  from  Thailand  and  trained  in  the 
art.  Beer,  wine  and  full  bar.  Inexpensive  to 
moderate. 


DEAN’S  MESSAGE 


Green  Stamps 
or  education 

The  New  York  Times,  on  March  10,  1985, 
printed  an  article  relating  how  college  curricula 
through  the  nation  are  being  reviewed  and  revised. 
Most  colleges  referenced  in  the  article  are  arranging 
the  required  coursework  for  all  students  to  gain  a 
varied  background  and  yet  provide  them  with  an  in- 
depth  experience  in  one  discipline.  One  educator 
stated  that  many  college  curricula  are  like  filling  a 
"Green  Stamp"  book!  Once  the  book  is  filled,  the 
student  graduates! 

While  this  atmosphere  of  curriculum  review  is 
prevalent  on  undergraduate  campuses,  the  same  atti- 
tude is  also  present  in  many  medical  schools,  includ- 
ing the  University  of  Florida  College  of  Medicine. 
Here  in  Gainesville,  the  medical  curriculum  is 
undergoing  an  intensive  review  by  faculty,  students, 
and  alumni.  Now  entering  the  final  months  of  the 
review,  countless  faculty  from  other  parts  of  the 
University,  as  well  as  our  own  faculty,  have  been 
interviewed  by  the  College’s  Curriculum  Commit- 
tee. Each  course  is  critically  reviewed  by  a team  of 
faculty  from  other  disciplines.  When  all  major 
courses  are  reviewed,  the  Curriculum  Committee 
will  make  recommendations  to  the  entire  Faculty. 
While  no  one  can  predict  what  changes  will  be  rec- 
ommended, one  can  be  certain  that  the  height  of 
awareness  of  the  the  quality  of  instruction  and  the 
learning  process  is  acute  throughout  the  institution. 

In  late  1981,  the  Association  of  American  Medi- 
cal Colleges  created  a panel  of  experts  to  study  "The 
General  Professional  Education  of  the  Physician  and 
College  Preparation  for  Medicine."  This  three-year 
study  was  funded  by  the  Henry  J.  Kaiser  Family 
Foundation  and  chaired  by  President  Steven  Muller 
of  Johns  Hopkins  University.  The  final  report  was 
released  in  late  1984  and  is  recommended  for  your 
reading.  One  of  the  conclusions  this  independent 
body  made  was  every  college  and  university  should 
require  each  student  to  receive  a "broad  study  in  the 
natural  and  the  social  sciences  and  in  the  human- 
ities" regardless  of  career  objective. 

Therefore,  undergraduate  programs  and  medical 
schools  are  concerned  about  the  ability  of  our  young 
people  to  relate  to  the  world  around  them  as  they  pur- 
sue their  careers. 

Since  the  Flexner  Report  in  1910,  there  has  not 
been  the  serious  reflection  on  the  continuum  of  medi- 
cal education  as  currently  exists.  Even  with  the  ex- 
igencies of  malpractice,  reimbusement,  and  research 
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funding  that  seemingly  dominate,  your  medical 
schools'  faculties  are  continuing  to  improve  the 
educational  process  . . . ultimately  to  improve  the 
health  of  the  public  through  better  medical  educa- 
tion. 

The  "Green  Stamp  approach"  is  under  seige. 
Dr.  Will  Mayo  wrote  in  1933: 

One  of  the  chief  defects  in  our  plan  of  education  in  this 
country  is  that  we  give  too  much  attention  to  developing 
the  memory  and  too  little  to  developing  the  mind;  we  lay 
too  much  stress  on  acquiring  knowledge  and  too  little  on 
the  wise  application  of  knowledge. 

Fifty-two  years  later,  his  words  are  receiving 
attention. 

William  B.  Deal,  M.D. 
Dean,  College  of  Medicine 
Associate  Vice  President 
for  Clinical  Affairs 
University  of  Florida 


WORTH  REPEATING 


Employing  the 
older  worker 

It  is  a pleasure  to  be  here  today  and  to  share 
with  you  my  experiences  with  issues  of  employment 
of  the  older  and  the  disabled  worker. 

My  experience  is  that  of  a neurologist  and  I am 
involved  with  the  neurologically  disabled  and  their 
employment.  I am  working  primarily  with  the 
disease  model. 

The  relationships  between  employment,  health 
and  well  being  are  of  extreme  importance.  If  one  is 
in  poor  health  it  may  lead  to  temporary  or  permanent 
unemployment.  Similarly  employment  is  important 
to  the  well  being  or  health  of  the  individual.  Unem- 
ployment may  lead  to  poor  health  and  loss  of  self 
esteem.  Sigmund  Freud,  when  asked  to  define  emo- 
tional maturity  and  good  health,  replied  it  is  the 
ability  to  work  and  to  love.  The  relationship  of  work 
to  well  being  and  vice  versa  are  undisputed. 

Today  I plan  to  speak  of  the  relationship  of 
employment  to  good  health  and  also  I plan  to  discuss 
the  importance  of  maintaining  the  good  health  of 
individuals,  especially  the  elderly,  by  maintaining 
their  employment;  also  I plan  to  disucss  some  ways 
how  this  might  be  accomplished. 

The  relationship  between  employment  and  well 
being  is  important  to  a broad  group  of  individuals.  It 


has  a major  sociological,  psychological,  economic, 
and  political  implications. 

Indeed,  the  "world  of  work"  is  a critical  func- 
tion for  men  and  women,  for  young  and  old,  for  the 
able  and  the  disabled.  I think  it  is  important  to 
recognize  this  generic  importance  of  employment  in 
order  to  mobilize  as  wide  a political  base  for  essential 
institutional  changes  in  employment  practices. 

To  illustrate  the  potential  for  a broad  political 
base,  I will  quote  from  a recent  New  York  Times  ar- 
ticle. "Someone  is  going  to  have  to  do  battle  in  a 
new  and  serious  way.  . .Imaginative  thinking  should 
be  done  about.  . .reduced  schedules,  flex-time,  (and) 
job  sharing.  . .But  who  will  take  up  this  battle,  and 
how,  in  a time  where  jobs  themselves  are  so  scarce 
that  people  must  take  what  they  can  get,  when 
budgets  for  social  programs  that  already  exist  are 
being  cut  down?"  This  quote  is  from  an  article  by 
Betty  Friedan  addressed  to  issues  confronting  the 
working  women.1 

Contrary  to  what  might  be  supposed,  the  rela- 
tionship between  health  and  retirement  lends  itself 
to  no  easy  description.  At  the  outset,  it  is  important 
to  recognize  that  health  changes  may  be  a cause  as 
well  as  a result  of  retirement,  that  age  of  retirement 
is  more  flexible  than  often  suspected,  and  that  beliefs 
about  health  may  be  more  important  to  functioning 
that  are  objective  indices  of  health. 

Age  of  retirement,  usually  an  individual's  65th 
birthday,  has  been  changing  dramatically.  At  the 
turn  of  the  century,  retirement  as  we  know  it,  did 
not  exist  in  the  United  States.  Two  out  of  three  men 
aged  65  and  older  worked  compared  to  one  in  five  by 
today.  In  1950,  almost  one  half  of  men  aged  65  and 
older  were  in  the  labor  force.  Private  pensions  and 
social  security  benefits  had  made  retirement  possible 
for  most  people.  However,  a long  period  of  relatively 
stable  prices  and  increased  levels  of  post-retirement 
support  under  the  Social  Security  Act  and  broader 
pension  plan  provisions  began  to  encourage  the  exit 
of  working  people  at  age  65  and  earlier.  In  the  period 
1950  to  1980  labor  force  participation  of  men  65  or 
older  dropped  from  45  percent  to  19.1  percent.  From 
1960  to  1980  labor  force  participation  of  men  55  to 
64  dropped  from  86.9  percent  to  72.3  percent.  For 
women  the  reverse  trend  has  been  occurring,  with 
participation  of  those  aged  55  to  64  rising  from  37 
percent  to  43  percent  during  1960's.  (Kieffer,  1982; 
Robinson,  1982.) 

Modern  research  is  demolishing  many  myths 
about  aging  — that  the  abilities  of  older  people  in- 
variably are  in  serious  decline,  that  older  workers 
are  slow  learners,  that  their  minds  do  not  function 
well,  that  they  are  disengaged  and  apathetic,  that 
they  are  frail  and  unable  to  stand  stress,  that  they 
"cause  problems"  for  employers  and  are  no  longer 
productive.  These  generalizations  are  harmful  and 
counterproductive.  New  knowledge  about  this  very 
rapidly  growing  segment  of  the  population  suggests 
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that  all  American  institutions,  government, 
business  and  labor,  should  re-examine  many  tradi- 
tional attitudes  and  beliefs.  The  growing  body  of 
evidence  indicates  that,  far  from  presenting  a "prob- 
lem" for  the  nation,  the  elderly  present  the  nation 
with  a golden  opportunity.  Instead  of  being  a liabili- 
ty, older  people  are  a valuable  human  resource  that 
America  can  no  longer  afford  to  waste.  Age  is  the 
only  condition  toward  which  we  are  bigoted  yet  to 
which  we  all  desperately  aspire. 

The  predominant  myth  that  old  age  is  nothing 
more  than  a period  of  functional  loss  is  bolstered  by 
a misinterpretation  of  the  fundamental  biological 
fact  that  aging  is  accompanied  by  the  loss  of  body 
cells.  It  is  known,  for  example,  that  the  number  of 
cells  in  the  brain  does  decrease  with  age.  What  is  all 
too  often  ignored,  however,  is  the  great  redundancy 
of  brain  cells.  There  is  an  over-supply  of  billions  of 
nerve  cells  so  that  their  loss  through  life  is  not  at  all 
synonymous  with  a loss  of  mental  ability.  Further- 
more, experience  is  a major  offset  even  to  physiologic 
loss,  e.g.,  consider  the  use  of  older  astronauts  in  this 
regard.  What  is  more  important  in  determining  the 
functional  ability  of  an  older  person  is  not  how 
many  cells  a person  has  lost  over  a lifetime,  but 
rather  what  is  functionally  present.  Since  individuals 
vary  greatly  in  the  rate  at  which  they  lose  this  nor- 
mal function,  it  is  simply  inaccurate  to  regard  all  old 
people  as  being  in  a process  of  rapid  decline  and 
diminishing  usefulness. 

An  especially  pernicious  myth  is  that  senile 
dementia  and  other  diseases  are  inevitable  if  one 
lives  long  enough,  for  it  implies  that  older  workers 
must  be  taken  out  of  the  labor  force  before  they 
"make  a mess  of  things."  It  is  true  that  many  di- 
seases are  more  common  among  older  people,  but 
these  are  by  no  means  inevitable  for  the  majority  of 
older  workers  and  it  must  be  recognized  that  a strong 
tendency  exists  for  older  workers  to  select  them- 
selves for  retirement  when  they  do  not  feel  well, 
provided  they  can  afford  to  retire.  There  simply  is  no 
biological  basis  for  mandating  retirement  for  all  who 
reach  a certain  age.  It  is  productivity,  not  gray  hair 
and  wrinkles,  that  needs  to  be  examined. 

Another  myth  is  that  old  people  are  unable  to 
handle  stress.  It  is  important  for  managers  to  re- 
member that  older  people  are  survivors,  indeed  their 
survival  attests  to  their  ability  to  manage  stress  suc- 
cessfully. Their  experience,  in  many  ways,  allows 
them  to  deal  more  successfully  with  the  stresses  of 
life  than  younger  persons. 

If  the  nation  persists  in  believing  old  myths, 
seeing  older  people  in  a negative  light,  not  using 
them  productively,  and  putting  them  "on  the  shelf" 
merely  because  of  age,  nearly  one  in  five  Americans 
will  be  dependent,  or  close  to  it,  in  a few  decades, 
and  a major  shift  of  resources  will  be  required  to  care 
for  them.  Already,  health  care  costs  in  the  United 
States  are  over  10  percent  of  the  gross  national  pro- 


duct (most  of  the  costs  are  for  hospital  care),  and  the 
elderly  account  for  a disproportionate  share. 

It  is,  therefore,  naive  for  corporations  which  are 
contributing  vast  sums  directly  to  health  benefits 
and  to  other  human  services  through  taxation,  to 
think  they  do  not  have  a stake  in  the  costs  of  main- 
taining the  health  and  productivity  of  an  aging  pop- 
ulation. Industry  can  either  develop  plans  to  make 
productive  use  of  older  people,  or  pay  more  taxes  so 
that  governments  can  care  for  them.  In  either  case, 
the  corporation  has  to  pay. 

Traditions  of  the  private  sector  that  are  barriers 
to  the  effective  use  of  older  people  must  be  examined. 
One  such  tradition  is  the  view  of  corporate  life  as  a 
"ladder"  to  climb:  early  in  life  one  gets  onto  the  bot- 
tom rung  and  moves  upward,  only  to  fall  off  when 
the  top  is  reached  and  never  to  be  heard  from  again. 
A "lattice"  might  be  considered  as  a more  ap- 
propriate model  for  an  aging  workforce.  A lattice,  by 
allowing  movement  in  all  directions  on  the  basis  of 
an  individual's  changing  interests,  abilities,  and 
talents,  would  allow  maximum  individual  growth 
and  contribution  while  minimizing  the  impact  of 
negative  stereotypes. 

Another  important  role  of  the  older  worker  in 
the  corporate  setting  that  can  be  enhanced  is  that  of 
teacher  and  role  model  for  younger  workers.  A thorny 
question  is  involved  in  using  an  older  worker;  how- 
ever, can  a worker  whose  primary  loyalty  mat  be  to 
a union  also  function  comfortably  in  the  role  of 
socializing  younger  workers  to  the  values  and  needs 
of  the  corporation?  The  answer  depends  on  how  well 
management  and  labor  can  cooperate  in  dealing 
with  the  issue  of  loyalty  to  whom  and  for  what 
purpose. 

Older  workers  need  continuing  education  and 
training  to  stay  productive.  Though  they  are  a 
repository  of  vast  experience  and  talent,  we  concen- 
trate all  of  our  education  and  training  resources  on 
the  young.  In  doing  so,  we  push  older  people  out  of 
the  central  information  pool  and,  thereby,  create  a 
kink  of  forced  obsolescence.  This  pattern  is  as  waste- 
ful as  buying  a new  car,  filling  the  tank  with  gasoline, 
then  abandoning  the  car  when  it  is  "broken  in." 

Another  important  task  corporations  should 
consider  is  preserving  older  workers’  identification 
with  the  corporation  after  retirement  — by  preparing 
them  for  retirement,  even  offering  them  training  for 
other  occupations  and  then  using  this  talent  pool  on 
a fee-for-service  basis. 

Negative  stereotypes  about  older  workers,  our 
American  "youth  culture,"  and  traditional  hiring 
practices  that  discriminate  against  the  elderly  are 
among  the  major  forces  that  tip  the  scale  toward 
restraining  the  extension  of  working  life.  However, 
several  powerful  forces  are  at  work  that  are  likely  to 
alter  the  balance  in  the  other  direction.  These  in- 
clude the  rapidly  rising  cost  of  Social  Security,  and 
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the  need  for  corporations  to  retain  the  talents  of 
older  workers  by  keeping  them  on  the  job. 

The  cultural  stereotype  of  the  older  person  as 
helpless,  hopeless,  and  decrepit  is  a form  of  bigotry. 
As  with  the  racism,  the  damage  arises  not  only  from 
what  the  majority  feel  about  the  minority,  but  from 
what  the  minority  are  made  to  feel  about  themselves. 

The  stereotype  is  self-fulfilling:  Older  people  ac- 
cept the  prevailing  myths  that  they  are  infirm,  that 
they  can  only  deal  with  their  problems  medically, 
that  they  have  to  function  in  ways  that  make  them 
seem  old.  Corporate  leaders  have  bought  the  myths 
of  "agism"  too  although  the  psychological  mecha- 
nisms of  denial  usually  prevent  individuals  from  ap- 
plying such  beliefs  to  themselves  ("everybody  is 
alike  except  I'm  different").  We  must  all  realize  that 
by  perpetuating  "agism"  we,  too,  are  likely  to 
become  its  victims,  if  we  live  too  long. 

This  approach  should  not  be  considered  "pie  in 
the  sky."  The  demographic  and  economic  changes 
are  highly  predictable,  at  least  for  the  next  three  or 
four  decades.  The  data  are  there,  and  the  alter- 
natives may  be  readily  ascertained  by  anyone  with 
wisdom  to  address  the  issues.  We  either  face  the  sig- 
nificant personal  and  social  problems  of  a burden- 
some and  dependent  older  population  or  we  alter  our 
way  of  doing  business  to  position  ourselves  to  deal 
with  the  changing  population  and  the  opportunities 
it  presents.  Once  again,  the  choice  is  in  our  hands. 

Our  propensity  to  label  things  is  an  example  of 
such  a tendency.  Thus,  we  use  sex,  race,  and  age  as 
convenient  tags  for  certain  situations  but  often 
these  get  involved  in  regulations  or  particular  styles 
of  operation.  We  then  look  at  any  deficits  of  the  in- 
dividual and  we  label  him  or  her  on  the  basis  of  the 
deficit,  thus  somebody  is  blind,  deaf,  paralyzed, 
mentally  retarded,  old. 

The  problem  is,  of  course,  that  the  overatten- 
tiveness to  the  disability  as  often  as  not  obscures  the 
person's  ability.  A man  or  a woman  in  a wheelchair 
can  be  a most  effective  worker  if  we  can  slightly 
alter  the  environment  to  give  them  access  to  the  job, 
for  example,  to  the  worktable,  desk  or  machine. 
While  different  sites  may  prevent  a specific  indivi- 
dual from  performing  certain  activities  of  daily  living 
individual  is  not  impaired  so  far  as  other  work  func- 
tions may  be  concerned.  I am  raising  this  point 
because  I think  functional  age  is  an  important  ap- 
proach to  a problem  but  I would  like  to  take  it  even  a 
step  further  and  ask  how  old  is  old  for  what  purposes? 

Thus,  greater  specificity  and  a better  fit  between 
the  functional  ability  and  the  specific  needs  to  be  ad- 
dressed is  a very  salient  point  and  become  more  and 
more  important  as  we  begin  to  look  at  this  ageless 
society. 

The  concept  of  age  itself  is  modifiable  by  recog- 
nizing that  nearness  to  death  is  another  way  to  look 
at  the  problem.  Thus,  two  individuals  at  the  same 
age,  for  example  35,  may  vary  in  nearness  to  death 
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by  a factor  of  severalfold.  For  one,  their  cardiovas- 
cular state  may  lead  to  death  within  just  a few  years, 
for  another  an  additional  half  century  of  productive 
life  may  be  more  possible. 

This  idea  of  judging  a person  by  health,  ability, 
experience,  and  productivity,  not  the  age,  must  per- 
vade our  society.  It  should  become  a major  priority 
for  research  particularly  as  we  address  the  notion  of 
age  as  being  irrelevant  in  the  workplace. 

The  requirements  of  the  job  and  the  effects  of 
needs  are  also  subjects  to  be  considered  in  asking  the 
question  how  old  is  old  and  for  what  purpose? 

Morgan  Lyons,  the  director  of  the  California 
Research  Center  has  spoken  of  the  Opportunities 
and  Challenges  of  employing  the  older  worker. 

For  employers,  in  employing  the  elderly,  the  op- 
portunities are: 

(1)  A more  efficient  and  productive  workforce; 

(2)  Higher  employee  morale  and  loyalty  among 
all  workers; 

(3)  Less  turnover,  and  more  worker  reliability; 

and 

(4) More  workfoce  stability  and  continuity. 

For  the  older  worker  the  opportunites  are: 

(1)  Economic  well-being; 

(2)  Enhanced  sense  of  self-esteem  and  purpose; 

(3)  Creativity  and  sense  of  accomplishment; 

(4)  Contribution  to  family,  community  and 
society. 

For  society  the  opportunities  are: 

(1)  More  appreciation  of  the  contributions  of 
older  citizens,  both  workers  and  non-workers,- 

(2)  Less  conflict  between  young  and  old,  in  and 
outside  the  workplace;  and 

(3)  More  self-sufficiency  of  the  "dependent" 
population. 

In  employing  the  older  worker  the  challenges 
for  the  employer  are: 

(1)  Institute  age  bias-free  personnel  practices  in 
retaining,  hiring,  assessing  or  assigning  employees,- 

(2)  Design  just  and  flexible  health  and  pension 
benefit  packages; 

(3)  Expand  work  options  for  all  employees  to  in- 
clude part-time,  shared  jobs,  flex-time,  job  re- 
design, reassignment  and  phased  retirement; 

(4)  Use  older  workers  to  train  and  as  role  models 
for  other  workers,- 

(5)  Offer  retirement  counseling  that  stresses  pay 
options,  and  disadvantages  of  retirement;  and 

(6)  Increase  employer's  responsibility  to  their 
retirees. 

For  the  older  worker  the  challenges  are: 

(1)  Keep  skills  and  knowledge  current; 

(2)  Rethink  the  balance  between  work  "retire- 
ment" and  other  pursuits  so  they  are  seen  as  more 
compatible; 

(3)  Advocate  for  more  options  in  work  and 
leisure  activity;  and 


(4)  Take  fuller  advantage  of  available  work  and 
other  options. 

For  society  the  challenges  are: 

(1)  Enact  and  enforce  age-neutral  laws  and  regu- 
lations; 

(2)  Re-educate  ourselves  about  aging,  work,  and 
the  contributions  and  needs  of  the  older  popula- 
tions; and 

(3)  Encourage  information,  compassion  and  ac- 
tion to  serve  the  mutual  needs  of  all  groups  seeking 
employment. 

Now  that  we  have  discussed  employing  the 
older  worker  in  general  terms,  it  is  important  to 
comment  on  what  each  individual  can  do  to  main- 
tain or  attain  the  "employed  status." 

There  are  two  guidelines.  Education  is  extremely 
important  at  all  stages  and  it  is  never  too  early  to 
begin. 

Not  enough  importance  can  be  placed  on  educa- 
tion at  all  ages  as  factor  in  employment.  With  the  in- 
creased level  of  technology,  computers,  and  robots, 
getting  and  retaining  a job  is  directly  proportioned  to 
the  level  of  education.  In  all  age  groups  over  25 
through  65  years,  the  employee  with  at  least  one 
year  of  college  education  has  almost  double  the 
chance  of  employment  compared  to  those  with  only 
a grade  school  education.  From  age  65,  it  is  a three- 
fold advantage. 

Looking  at  educational  advantages  another  way, 
in  the  male  58  through  64  year  age  group,  90%  of  the 
professional  occupations  are  still  in  the  work  force 
while  only  70%  of  the  unskilled  labor  occupations 
are  in  the  work  force.  These  statistics  reflect  the  im- 
portance of  education  before  entry  into  the  labor 
force. 

What  can  the  employee  do  after  entry  into  the 
labor  force  to  prepare  for  that  critical  period  when 
options  are  job  retention,  part-time  work  through 
job  sharing  or  flex-time,  or  retirement. 

The  first  and  perhaps  most  important  task  is 
health  maintenance.  The  worker  should  strive  for 
good  health  habits  with  limited  use  of  alcohol, 
tobacco,  or  drugs,  regular  exercise,  weight  control, 
and  proper  diet.  Regular  health  checkups  and  treat- 
ment of  chronic  illnesses  such  a hypertension, 
diabetes,  emphysema,  obesity,  arthritis,  and  heart 
disease.  These  measures  should  begin  as  early  as 
possible. 

Counselling  programs  for  emotional  problems 
and  stress  should  be  available  and  utilized.  Corpora- 
tions should  provide  this  to  assist  in  worker  adjust- 
ment and  satisfaction  with  the  job.  There  is  no  need 
as  Thoreau  stated  for  one  to  live  a life  of  quiet 
desperation.  The  employee  who  enjoys  his  task  ob- 
viously performs  better  whereas  the  dissatisfied 
worker  who  can't  wait  to  retire  and  whom  the 
employer  looks  forward  to  this  date  even  more  so 
often  has  a career  long  history  of  adjustment  prob- 
lems. Off  job  marital  stresses,  etc.  also  cause  poor 


performance  and  bad  work  habits  and  counselling 
should  be  available,  even  obligatory. 

The  second  task  is  career  maintenance.  As 
technology  advances,  the  worker  should  have  con- 
tinuing education  to  keep  abreast  to  avoid  obsoles- 
cence. Training  the  proven  experienced  worker  is  as 
important  as  that  of  the  potential  worker.  Corpora- 
tions should  consider  investment  in  worker  im- 
provement more  valuable  than  capital  improve- 
ments, and  it  should  be  mandatory  that  this  be 
supplied.  For  the  new  worker  and  those  seeking  re- 
entry, government  should  provide. 

Counselling  and  training  for  lateral  movement 
should  be  provided  by  employers.  As  the  worker 
changes  interests  and  abilities,  the  job  must  be 
changed  and  the  worker  prepared  for  this.  Even  post- 
time employment  later  in  a different  area  may  be 
considered  with  workers  forming  a pool  of  talent  of 
the  corporation  to  be  used  on  a fee  for  service  basis. 

Finally  if  retirement  is  the  choice,  then  planning 
is  essential  to  ease  the  adjustment.  One  must  prepare 
the  workers  and  their  families  for  the  economic, 
social,  and  psychological  impact.  Retirement  may  be 
more  stressful  than  the  job  ever  was. 

In  conclusion,  I would  like  to  suggest  that 
preparation  for  gainful  employment  of  retirement 
begins  in  childhood.  As  Wadsworth  stated  beauti- 
fully: 

My  heart  leaps  up  when  I behold 
A rainbow  in  the  sky: 

So  was  it  when  my  life  began; 

So  be  it  now  I am  a man; 

So  be  it  when  I shall  grow  old  or  let  me  die. 

The  child  is  the  father  of  the  man 
And  I could  wish  my  days  to  be 
Bound  each  to  each  by  natural  piety. 

Labe  Scheinberg,  M.D. 
Donna  Cohen,  Ph.D. 
Carl  Eisdorfei,  M.D. 
Albert  Einstein  College 
of  Medicine 
Yeshiva  University 
Bronx,  N.Y. 

Reprinted  with  permission  from  the  authors,  and  was  presented  by 
Dr.  Scheinberg  at  the  Older  Worker  Seminar,  March  11,  1983,  in 
Hollywood,  FI.  Also  printed  in  the  Congressional  Record.  May  10, 
1983. 


SCAM  OF  THE  MONTH 


Editor’s  Note:  The  "Scam  of  the  Month”  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
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priate  use  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 


"The  hyperactive 
child  scam" 


Investigations  in  the  Kanas  City  and  Columbia, 
Missouri  areas  have  uncovered  a very  complex  and 
organized  new  scam.  Welfare  and  Medicaid  reci- 
pients, having  as  many  as  six  or  seven  children, 
were  presenting  these  children  to  physicians  as  hav- 
ing Attention  Deficit  Syndrome.  The  parents  ex- 
plain that  their  children  were  previously  treated  by  a 
physician  who  had  left  the  area  and  the  physician 
had  prescribed  20  mg  RITALIN,  usually  120  mg  every 
30  days. 

Many  of  the  involved  physicians  questioned  the 
dosage  and  quantity,  and  immediately  became 
suspicious.  The  Bureau  of  Narcotics  and  Dangerous 
Drugs  (BNDD)  received  complaints  for  several 
physicians  stating  that  these  “parents"  were 
threatening  both  them  and  their  office  staffs. 

One  enterprising  physician,  convinced  that  a 
scam  was  being  perpetrated,  asked  his  wife  to  verify 
the  patient's  stories.  The  wife  quickly  discovered 
that  many  of  the  children  did  not  attend  the  schools 
reported.  Of  the  45  children  presented  to  this  single 
physician  as  having  Attention  Deficit  Syndrome,  on- 
ly two  were  found  to  be  attending  school  and  requir- 
ing-medication. 

Interestingly,  in  the  above  case,  several  of  the 
patients  (parents)  were  given  prescriptions  for  5 mg 
and  10  mg  RITALIN,  instead  of  the  requested  20  mg. 
On  several  occasions  the  parents  refused  the  lower 
dosage  prescriptions,  or  did  not  return  for  further 
treatment.  Apparently  it  is  more  difficult  to  sell  the 
5 and  10  milligram  tablets. 

Caution  • Physicians  are  cautioned  to  make  their 
own  diagnsois  of  patient  complaints  and  problems. 
Current  information  on  Attention  Deficit  Syndrome 
indicates  the  child's  teacher  is  the  most  important 
source  of  information  on  the  child's  behavior  and 
possible  need  for  medication.  Also,  20  mg  RITALIN 
is  currently  one  of  the  most  highly  abused  controll- 
ed drugs.  Be  alert  for  patients  seeking  help  for 
hyperactive  children  and  who:  (a)  are  unknown  to 
the  physician,  (b)  demonstrate  behavior  normally 
associated  with  drug  abusers,  (c)  have  insufficient 
identification,  or  (d)  otherwise  appear  suspicious. 

A request  for  positive  identification  and/or  a 
telephone  call  or  two  can  be  an  effective  deterent  to 
such  scams. 
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Low  incidence  of  side  effects 
CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,8  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Gardizexn  patients 
averaged  9.8  minutes  (P<.005). 
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cordizem, 

(dilhazem  HCI) 

50  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is 


ch?ch2n(ch3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electropliyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Emm-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  freguency  and  increasing  exercise  tolerance. 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  freguency  of  presentation,  are;  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  r; 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  folio* 
were  reported  infrequently  (less  than  1%)  with  the  order  of 
tion  corresponding  to  the  relative  frequency  of  occurn 


Cardiovascular: 


Nervous  System: 


Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension, 
dia.  palpitations,  congestive  heai 
syncope. 

Paresthesia,  nervousness,  son 
tremor,  insomnia,  hallucinations, ; 
Constipation,  dyspepsia,  diarrhea, 
mild  elevations  of  alkaline  phosphata 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  phott 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  ep 
vasospastic  angina  developed  periods  of  transient  asym 
asystole  approximately  five  hours  after  receiving  a sii 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  rei 
quently  in  patients  receiving  CARDIZEM:  erythema  mul 
kopenia;  and  extreme  elevations  of  alkaline  phosphatas 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effi 
these  events  and  CARDIZEM  therapy  is  yet  to  be  esti ' 


eport 

UltifOi 


OVERDOSAGE  OR  EXAGGERATED  RESPO 

Overdosage  experience  with  oral  diltiazem  has 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well 
by  healthy  volunteers.  In  the  event  of  overdosage  or  ei 
response,  appropriate  supportive  measures  should  be  ei 
addition  to  gastric  lavage.The  following  measures  may  be  t 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg) 
is  no  response  to  vagal  blockade 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fi 
degree  AV  block  should  be  treated 
diac  pacing. 

Administer  inotropic  agents  (isoi 
dopamine,  or  dobutamine)  and  diuret 
Vasopressors  (eg,  dopamine  or ' 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  sevei 
clinical  situation  and  the  judgment  and  experience  of  " 
physician. 

The  oral/LDjo’s  in  mice  and  rats  range  from  415  to  l 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous 
these  species  were  60  and  38  mg/kg,  respectively.  The  or 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  le® 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerot 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each 
needs.  Starting  with  30  mg  four  times  daily,  before  mei 
bedtime,  dosage  should  be  increased  gradually  (given  ii 
doses  three  or  four  times  daily)  at  one-  to  two-day  inten 
optimum  response  is  obtained.  Although  individual 
respond  to  any  dosage  level,  the  average  optimum  dosa 


appears  to  be  180  to  240  mg/day.  There  are  no  available 
ing  dosage  requirements  in  patients  with  impaired  renal 


function.  If  the  drug  must  be  used  in  such  patients,  titration 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  _ 

1.  Sublingual  NTG  may  be  taken  as  required  to  ab( 
anginal  attacks  during  CARDIZEM  therapy. 


2 Prophylactic  Nitrate  Therapy -CARDIZEM  may 

coadmini 


coadministered  with  short-  and  long-acting  nitrates, 
have  been  no  controlled  studies  to  evaluate  the 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of 
0088-1771-49).  Each  green  tablet  is  engraved  with  MAr 
side  and  1771  engraved  on  the  other.  CARDIZEM 


tablets  are  supplied" in  bottles  of  100  (NDC  0088-1 772-47)  a 
~>aks  of  100  (NDC  0088-1772-49).  Ea 


Dose  Identification  Paks  < 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on 
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“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing. 

There  are  doctors  who  say  that  generic  drop  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45$  a day  for  INDERAL  (propranolol  HQ) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDIRAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-AU  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DAW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAL 

BRAND  OF  PROPRANOLOL  HCI 

® <s>  © <S>  <2>  <S> 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)-PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g.,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  sub|ect  to  protracted  severe  hypotension.  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  In  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult 
to  adiust  the  dosage  of  insulin. 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS 

General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucom: 
screening  test.  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  diseai 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  res 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activ 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  hav 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  i 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  sign 
cant  drug-induced  toxicity.  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  d( 
age  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  w£ 
attributable  to  the  drug. 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  ani 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  shouk 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  whe 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdraws 
therapy 

Cardiovascular  bradycardia:  congestive  heart  failure,  intensification  of  AV  block:  hypot' 
sion,  paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visua 
disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientatioi 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achir 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory,  bronchospasm. 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practo 
lol)  have  not  been  associated  with  propranolol 

‘The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories. 
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Li  know  it's  not  your 
eryday  patient  problem. 
:oholism  is  far  different 
m most  other  diseases, 
dents  try  to  hide  it  from 
u.  They  resist  treatment, 
ley  deny  they  have  the 
ease  at  all. 

Such  a complex  physical 
d emotional  problem 
□ally  requires  extensive 
aluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  chug  abuse . 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient  s faintly. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  or  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  youenec- 
tively  treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  Comity, 
813/447-4806)  any- 
time, day  or  night. 


Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


COLEGIO  MEDICO  CUBANO  LIBRE 
The  Cuban  Medical  Association 

Announces  The 

EIGHTH  INTERNATIONAL 
CUBAN  MEDICAL  ASSOCIATION  CONGRESS 

To  Be  Held  At  The  Sheraton  Bal  Harbour  Hotel,  Miami  Beach 

June  30th  - July  6,  1985 

Outstanding  Scientific  Program 

Guest  Faculty  Includes  Prominent  Physicians  From 
The  United  States,  Various  Latin  American  Countries  and  Europe 

The  Congress  Has  Been  Approved  For  50  Hours,  Category  I, 
American  Medical  Association  Recognition  Award, 

50  Mandatory  Hours  From  The  Florida  Medical  Association  And 
50  Prescribed  Hours,  Category  I From 
The  American  Academy  Of  Family  Physicians 

Daily  Scientific  Sessions 

Morning  Hours  - Plenary  Sessions:  8:30  A M.  to  1:00  P.M. 
Afternoon  Hours  — Different  Specialties:  2:00  P.M.  to  6:00  P.M. 

Registration  Fee 

$200.00  Before  June  14.  Otherwise  $210.00 

A Lively  And  Entertaining  Social  Program  Will  Be  Offered 

And  The 

Post-Congress 

To  Europe  and  The  Middle  East 

Spain  • Israel  • Egypt  • Italy 

July  7 to  July  22 
Additional  Options  To: 

A)  Paris  and  Lourdes;  B)  Palma  de  Mallorca  and  Lisbon 
C)  Venice,  Milan  and  Geneva 

For  information  and  registration  please  write  or  call 

CUBAN  MEDICAL  ASSOCIATION 

213  Aragon  Avenue  - P.O.  Box  141016 
Coral  Gables,  Florida  33134  - Tel:  (305)  446-9902 


FMA 

AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 


Parenting:  skills  and  smiles 


It  was  her  first  smile!  What  a blessed  relief  it 
was  to  her  children  who  lingered  long  and  lovingly 
at  the  bedside  of  their  mother  awaiting  the  outcome 
of  her  most  recent  stroke. 

How  often  she  had  smiled  at  our  first  steps,  at 
our  first  feeble  attempts  to  feed  ourselves,  the  first 
spoken  words,  our  first  efforts  to  dress  ourselves, 
and  through  the  years,  she  smiled  often,  sometimes 
frowning,  as  we  grew  up  reaching  for  the  stars. 

Aging  brought  with  it  the  problems  associated 
with  diminishing  eyesight,  altered  hearing,  and 
slower  steps.  Coping  with  the  reality  of  a changing 
lifestyle  meant  shorter  shopping  trips,  smaller  appe- 
tites, fewer  holiday  outings,  greater  emotional 
hurdles,  and  frequent  medical  appointments.  She 
knew  she  was  getting  older  and  smiled  as  she  quoted 
that  well-known  verse:  “Everything  hurts,  and  what 
does  not  hurt,  does  not  work!  Your  little  black  book 
contains  only  names  ending  in  M.D.!  You  get  wind- 
ed playing  cards,  you  look  forward  to  a dull  evening, 
your  knees  buckle  and  your  belt  will  not,  your  back 
goes  out  more  than  you  do,  and  you  sit  in  a rocking 
chair,  but  cannot  get  it  going. 

Auxiliary  programs  are  available  to  help  both 
parents  and  children.  Parents  are  encouraged  to 
develop  parenting  skills  which  are  essential  to  nur- 
turing, teaching,  and  protecting  their  children  in 
their  emotional  and  physical  development.  Parents 
can  make  all  the  difference  when  it  comes  to  the 
health  and  happiness  of  their  children.  Children  can 
make  all  the  difference  to  the  health  and  happiness 
of  their  parents  in  their  golden  years. 

The  Auxiliary  offers  community  service  pro- 
jects in  Parenting  and  Safety.  Auxilians  are  urged  to 
participate  and  each  Auxilian  may  become  a 


S.T.A.R.  (Safety  Through  Auxiliary  Resources).  Also, 
Auxilians  continue  to  promote  programs  for  our  ag- 
ing population,  and  for  older  persons  who  are  confin- 
ed to  care  centers  or  their  homes.  Positive  efforts  as 
volunteering  in  nursing  homes  and  hospitals  can 
strengthen  the  dignity  of  our  aging  'citizens  — our 
parents.  Activity  can  be  a lifesaver  and  stave  off  the 
depression  often  accompanying  the  aging  process. 
There  is  no  greater  satisfaction  than  knowing  that 
we  have  done  all  we  could  to  enrich  the  lives  of 
those  we  love,  and  to  reach  out  into  the  community 
to  improve  the  quality  of  life  for  all  our  citizens. 

Young  parents  and  aging  seniors  need  all  the 
positive  reinforcement  we  can  muster.  Auxilians  are 
committeed  to  meeting  the  needs  of  this  large  seg- 
ment of  our  population,  and  are  answering  the  call 
in  unique  ways  best  suited  to  their  own  communi- 
ties. Ideas  and  projects  are  spreading  throughout  the 
state.  For  help  and  information,  contact  the  Aux- 
iliary State  Chairman  on  Aging,  Mrs.  Fred  Swing; 
For  Parenting  and  Safety  contact  Mrs.  Paul  Flaten. 

“It  was  her  first  smile;  a smile  that  fills  my  life 
with  sunshine,  and  will  always  he  remembered  long 
after  the  skills  have  vanished."  Our  parents  cared 
for  us  in  our  youth;  let  us  not  forget  them  in  their 
golden  years.  Promote  and  participate  in  programs 
for  our  aging  seniors  and  our  young  parents.  We  need 
them  both,  and  they  need  us.  One  is  fulfillment,  the 
other  is  the  hope  and  promise  of  the  future. 


Mrs.  Walter  (Isabella)  Laude 
Babson  Park 
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"A  MEDIC  Computer  System 
is  an  excellent  way  to  maintain 
a healthy  private  practice.  It's 
the  system  we  recommend 
to  our  6000 medical  clients " 

W.  Fred  Mangan,  President 
The  PM  Group 
Black  and  Skaggs  Associates 


The  PM  Group,  nationally  recognized  man- 
agement consultants  to  the  medical  community, 
recommends  one  computer  system. The  MEDIC 
Computer  System. 

After  reviewing  more  than  60  systems,  a 
special  PM  Group  computer  committee  judged 
the  MEDIC  System  to  best  serve  the  needs  of  their 
private  practicing  physicians.The  system  most  able 
to  be  tailored  to  individual  needs.The  system  that 
offers  superior  customer  training  and  support. 


We'd  like  to  show  you  how  a MEDIC  Systen 
can  help  your  practice,  like  it's  helped  over 
200  others.  Because  we  want  your  en- 
dorsement too. 


P.O.  Box  272110,  Tampa,  Florida  33688, 813/962-2480  or  outside  Florida  call  toll  free  1-800-334-8534 


iVe  put  people  back  to  work 
by  keeping  them  working. 


Getting  back  to  basics  is  how  we’re  helping  put  chronic  pain  sufferers  back  on  the  job. 

Simple  activities,  such  as  baking,  cleaning  and  painting,  are  helping  grown  men  and  women, 
lany  who  suffer  from  work-related  injuries,  regain  their  dexterity,  strength,  and  most  importantly, 

leir  confidence.  ....  . . . r „ f 

Involving  patients  in  these  types  of  activities  is  just  one  example  of  the  lull-service  treatment  pain 

offerers  are  receiving  at  the  Pain  Management  Unit  at  University  Community  Hospital.  ? 

Our  treatment  is  a smart  choice  for  the  patient  and  the  physician.  Because  sometimes  you  ve  done 

11  that  can  be  done  to  alleviate  the  pain,  yet  the  patient  still  suffers.  . , 

That’s  when  you  need  to  refer  your  patient  to  a professional  pain  rehabilitation  center,  one  which 
pecializes  in  pain  management.  The  Pain  Management  Unit  at  University  Community'  Hospital  is 


lch  ^ 0I3.CC 

The  unit  focuses  on  five  major  areas  of  pain  rehabilitation:  the  actual  reduction  ol  pain,  deci  easing 
ledication  levels;  increasing  daily  activities  to  improve  the  quality'  of  life,  the  reduction  ol  stress,  an 

national  counseling.  , r , • , 

The  unit’s  In-Patient  Clinical  Program  involves  eight  cnucal  areas  of  pain  management,  each  w ith 

5 own  set  of  special  techniques  and  goals:  medical  management,  physical  therapy,  occupational  therapy, 
icial  service,  rehabilitation  counselors,  nursing,  psychology,  and  recreational  therapy  . 

For  referral  information  please  call  (813)  972-7253,  collect,  or  write  to  us  at  3100  P.  Fletcher  Avenue. 

, Florida  33612. 


A 
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ain  sufferers  use  biofeedback 
lonitor  their  stress  levels. 


Simple  activities  help  the 
patient  regain  dexterity. 


In  Occupational  Therapy,  patients  are 
taught  to  complete  everyday  tasks  that 
have  become  difficult. 


Patients  use  the 
whirlpool  tank  to 
relax  muscles. 


Exercising  plays  an  important  role  in  gaining 
strength  and  reducing  pain 


The  Pain  Management  Unit  at  University  Community  Hospital  ffl 

Because  No  One  Should  Have  To  Live  With  Pain. 


STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIP.. 

INFLUENCE  AMA  POLICY 


Participate  • Influence  Organized  Medicine  • 

Partiosp- w i © S ■ a&ch c m Si f C&ri c vsm 

P F ic  e Medical  Staff  Issues  • 

Ps  ic«  i S I if  n*  • nds  • 

Participate  • 


AMA  Hospital  Medical  Staff  Section 
Fifth  Assembly  Meeting 
June  13-17, 1985 
Hyatt  Regency  Hotel 
Chicago 


For  Information  Contact: 


American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 


how  to 
moke  Qpril  1 5 
a little  less  taxing. 


Tax  season  is  at  hand  once  again.  Which  can  mean  taking 
valuable  time  out  of  your  busy  schedule  in  order  to  arrange  the 

year’s  financial  records. 

You’ve  got  more  important  things  to  do  than  oversee  the 
bookkeeping.  Which  is  a good  reason  for  looking  into 
Southeastern  Medical  Data  Systems. 

Our  computer  service  provides  maximum  efficiency  in  patient 
accounting  procedures.  Our  fully  automated  systems  are  state- 
of-the-art,  so  you  can  prepare  all  of  your  tax  information  quickly, 
accurately  and  without  complication.  Computerization  has 
even  been  known  to  help  reduce  tax  outlays. 

Southeastern’s  systems  allow  you  to  process  accounts 
receivable  and  Medicare  and  insurance  follow-up  as  well. 

Our  staff  can  tailor  a system  to  suit  any  need. 
We’re  small  enough  to  provide  the  personal  touch  — 

and  very  big  on  service. 

So  call  us  now,  while  there’s  still  time  to  make 
April  1 5 a little  less  taxing. 


southeastern 

medical  data 
systems 

22  west  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  Florida  32806 
(305)  841-9792 


Meetings 

Accepted  by  the 
fma  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


American  Academy  of  Clini- 
cal Anesthesiologist  1985, 

May  29-June  1,  Destin  Hilton, 
Destin.  For  information: 
Donald  Catron,  M.D.,  P.O. 
Box  11619,  Knoxville,  TN 
37939,  615-588-6279. 


MAY 

Correction  of  Maxillo  Facial 
Deformities,  May  10-16, 
Sheraton  Bal  Harbour,  Miami. 
For  information:  ACPA, 
National  Office,  331  Salk 
Hall,  Univ.  of  P.  H , P.H.,  PA 
15261,  412-681-9620. 

Current  Concepts  in  Pain 
Management,  May  10-29, 
Mississippi  Steamboat  Cruise. 
For  information:  Dr.  Berman, 
3301  Johnson  St.,  Hollywood 
33021,  (305)  989-6650 

Flexible  Sigmoidoscopy,  May 

11,  JFK  Memorial,  Atlantis. 
For  information:  Fred  R. 
Smith,  M.D.,  110  JFK  Circle, 
Atlantis  33462,  305-964-8221. 

Adolescent  Pregnancy  - Prob- 
lems & Solutions,  May  17, 

Palm  Beach  Airport  Hilton, 
West  Palm  Beach.  For  info: 
Becky  Myers,  5312  Broadway, 
West  Palm  Beach  33407,  (305) 
848-6300. 

2nd  Annual  Lykes  Cancer 
Center  Symposium,  May  17- 

18,  Holiday  Inn  Surfside, 
Clearwater  Beach.  For  info: 
Roger  Lapp,  P.O.  Box  1027, 
Clearwater  33517,  813-443- 
1081. 

Forum  on  Colorectal  Cancer, 

May  23,  University  Centre 
Hotel,  Gainesville.  For  info: 
Burta  Messenter,  University 
of  Florida,  Gainesville  32610, 
(904)  392-4321. 

Master  Approach  to  Cardio- 
vascular Problems,  May 

25-27,  Contemporary  Hotel, 
Orlando.  For  information: 
Yolanda  M.  Barcena,  Dept,  of 
Medicine/Cardiology,  Univer- 
sity of  Miami,  Miami  33101, 
(305)  549-7124 

Review  Course  for  Certifi- 
cation in  Internal  Medicine, 

May  26-31,  Key  Biscayne 
Hotel,  Key  Biscayne.  For  info: 
Jose  S.  Bodes,  M.D.,  P.O  Box 
016960,  Miami  33101,  (305) 
547-6063. 


JUNE 


Neonatal  & Pediatric  Respira- 
tory Disease  Conference, 

June  6-9,  Sheraton-Sand  Key 
Resort  Hotel,  Clearwater 
Beach.  For  information: 
Myrtle  Larson,  R.N.,  Gulf 
Coast  Lung  Assn.,  6160 
Central  Ave , St  Petersburg 
33707. 

American  & European  Views 
on  Critical  Care,  June  8-15, 
Cannes,  France.  For  info.: 
Sonja  Craythorne,  Dept,  of 
Anesthesiology,  Univ.  of 
Miami,  Miami  33101,  (305) 
547-6411. 

Coronary  Artery  Disease  and 
Sudden  Death:  Primary  and 
Secondary  Prevention,  June 

14- 16,  Hyatt  Grand  Cypress, 
Orlando.  For  information: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 

Emergency  Care:  The  Pedia- 
trician’s Turf,  June  15-19, 
Sheraton  Sand  Key  Hotel, 
Miami.  For  info:  Gilbert 
Pitisci,  2902  Beach  Drive, 
Tampa  33609. 

10th  Annual  Florida  Suncoast 
Pediatric  Conference,  June 

15- 19,  Sheraton  Sand  Key 
Hotel,  Clearwater  Beach.  For 
information:  Gilbert  Pitisci, 
M.D.,  2902  Beach  Dr.,  Tampa 
33609,  (813)  870-3720. 

Advances  in  Internal  Medi- 
cine, June  23-28,  France.  For 
information:  Div.  of  CME,  P.O. 
Box  016960,  Miami  33101, 
315-547-6716. 


JULY 


Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  July  26-28, 
Orlando  Hyatt,  Kissimmee. 
For  information:  Stephen 
Mattingly,  5808  S.  Rapp 
Street,  Littleton,  CO  80120, 
(303)  798-9682. 
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FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


Radiation  Protection  Training  and  Services 
announces 

Training  Courses  in  Radiation  Safety  for 
Medical  and  Industrial  Professionals 

RPTS  is  presently  offering  three  basic  courses  in  radiological 
protection  from  April  through  July  1985  in  Palm  Beach  area. 
These  courses  can  also  be  held  on  the  premises  of  hospitals, 
medical  and  industrial  organizations  anywhere  in  Florida. 
The  courses  have  been  approved  for  CME  MANDATORY 
CREDIT  by  the  FMA  (equivalent  to  Category  2 of  the  AMA). 
By  taking  these  courses,  medical  doctors  can  earn  FMA/AMA 
required  CME  credits  including  credits  toward  “The  Physi- 
cian’s Recognition  Award.”  These  courses  have  also  been 
approved  for  continuing  education  credits  for  certified  radio- 
logic  technologists  by  the  Office  of  Radiation  Control. 
Courses  offered  are: 

I.  Basics  of  Radiological  Protection  (Credit:  8 hours) 

Course  dates:  Saturdays  April  20,  May  18, 

June  15  and  July  13 

II.  Biological  Effects  of  Ionizing 

Radiation  (Credit:  4 hours) 

Course  dates:  April  27,  May  24, 

June  22  and  July  20 

III.  Parameters  Affecting  Performance 
of  General  Purpose  Radiographic 

Systems  (Credit:  4 hours) 

Course  dates:  April  27,  May  24, 

June  22  and  July  20 

For  registration  and  other  details,  write  or  call: 

Radiation  Protection  Training  and  Services  (RPTS) 

36  Via  De  Casas  Norte,  Boynton  Beach,  FI.  33435 
Telephone:  (305)  736-3844  (8  A.M.-12  Noon  ONLY) 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampiciilin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor " (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae),  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolylic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a tonn  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy,  appropriate  bactenologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  supermlection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest* 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother’s  milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21 , and  0 16  mcg/ml  at  two 
three  lour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  (even  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  ol  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  trom 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


Classified 

Ads 

Classified  advertising  rates 
are  S10  00  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word 
Deadline  is  first  of  the 
month  preceding  month 
of  publication 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


GENERAL  INTERNISTS, 
PEDIATRICIANS, AND  FAMILY 
PRACTITIONERS:  Expanding 
30  man  physician  multispe- 
cialty group  in  West  Palm 
Beach,  Fla.  seeks  dynamic, 
Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

ORTHOPAEDIC  SUR- 
GEON - Expanding  Work/ 
Comp  Medical  Center  in 
South  Florida  has  need  for 
Part/Full-time  in-house  physi- 
cian. Lucrative  position  with 
flexible  hours  and  guaran- 
teed salary.  Please  send  CV 
to  OMCA  6300  Northwest 
77th  Court,  Miami,  FL  33166 
or  contact  Bruce  Bernstein  at 
(305)  593-2174. 

INTERNIST-FAMILY  PRAC- 
TITIONER, BC/BE,  rapidly  ex- 
panding practice,  excellent 
patient  group,  competitive 
salary,  leading  to 
partnership.  Dr.  Robert  Levy, 
1701  S.E  Hillmoor  Drive,  Port 
St.  Lucie,  Florida  33452 
(305)  335-9400. 

PRIMARY  CARE  CEN- 
TERS in  Florida:  Recruiting 
aggressive  emergency  medi- 
cine and  family  practice  train- 
ed physicians  to  staff  centers 
on  a full-time  basis.  Positions 
available  in  central  and  south 
Florida  coastal  communities. 
Excellent  opportunity  - guar- 
anteed salary,  fee  for  service 
incentives,  profit  sharing  with 
public  corporation,  malprac- 
tice insurance  paid.  Send  CV 
to  F.M.C.,  250  N.  Babcock  St., 
Suite  202,  Melbourne,  Florida 
32935. 

EMERGENCY  MEDICINE 
PHYSICIANS  — National 
Emergency  Services  has  im- 
mediate openings  for  BE/BC 
Physicians  in  EM,  IM,  F IP  and 
GS.  For  further  information 
please  contact:  Jacquelyn 
Purcell  1-800-645-4848. 

FAMILY  PRACTICE-GEN- 
ERAL PRACTICE  physicians 
needed  for  walk-in  clinics  on 
locum  tenens  or  full-time 
basis.  For  information  call 


MEDICAL  EXECUTIVE 
DIRECTOR  — Medical  Ser- 
vices. Administrative/Quality 
Assurance  position  available 
at  Northeast  Florida  State 
Hospital,  Macclenny,  Florida. 
Professional  responsibilities 
include  medical  service  ad- 
ministration, conduct  of 
Quality  Assurance  Program, 
supervision  of  7 Primary  Care 
Physicians  delivering 
medical  services  to  approxi- 
mately 700  psychiatric  pa- 
tients, provision  of  profes- 
sional direction  to  ancillary 
medical  services  (Lab,  X-ray, 
Pharmacy,  CSR,  ER,  etc.)  and 
chairing  the  Infection  Control 
Committee  and  the  Trans- 
fusion/Tissue/Morbidity and 
Mortality  Committee.  Can- 
didate must  have  Florida 
license.  Hospital  is  located 
30  miles  west  of  Jacksonville 
and  50  miles  north  of 
Gainesville,  seat  of  the  Uni- 
versity of  Fla.  Excellent  bene- 
fits package.  Board  Certified 
in  Family  Practice  or  Internal 
Medicine  preferred.  Salary: 
Negotiable.  Contact:  Carina 
de  Ocampo,  M.D.,  Acting 
Clinical  Director,  NEFSH, 
Macclenny,  FI  32063,  (904) 
259-6211,  ext.  110  or  111. 

CARDIOLOGIST-INTER- 
NIST BC/BE  to  join  three  man 
busy  non-invasive  group  in 
Miami  Beach,  Florida.  Initial 
salary  with  early  opportunity 
for  partnership.  Send  CV  to 
Milton  E.  Lesser,  M.D.,  333 
Arthur  Godfrey  Rd.,  Miami 
Beach,  FL  33140. 

DESIRE  RELOCATION  TO 
Southwest  Coast  of  Florida? 
Multi-specialty  group  looking 
for:  Cardiologist  — non-inva- 
sive; Infectious  Diseases;  OB- 
GYN.  Good  opportunity  to 
practice  independently  in  a 
group  environment.  Send  C.V. 
to  Jerry  ;Ruttman,  Ad- 
ministrator, Naples  Medical 
Clinical,  631  4th  Ave.  N„ 
Naples,  FL  33940. 

ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 


FT.  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantation, 
Florida  33317 

OB/GYN  - Board  Certified 
or  eligible.  Excellent  practice 
opportunities  available  on 
Florida’s  Central  East  Coast. 
150  bed  general  full  service 
community  hospital.  Res- 
pond with  CV  to:  C-1262,  Box 
2411,  Jacksonville,  FI  32203. 

FAMILY  PHYSICIAN  TO 
JOIN  busy  internist  in  Florida 
Keys.  Office  has  laboratory, 
EKG  and  X-ray  capabilities. 
Will  provide  very  flexible  as- 
sociation to  the  right  indivi- 
dual. Send  CV  to:  Robert 
Carraway,  M.D.,  P.O.  Box 
2008,  Key  West,  FL  33040 
(305)  294-0511. 

FULL-TIME  STAFF  PHYSI- 
CIAN for  hospital  based  ad- 
diction treatment  program. 
Clinical  experience  in  alcohol 
and  drug  dependence.  Florida 
license  required.  Salary  com- 
mensurate with  qualifications. 
Excellent  benefits.  Send 
resume  in  confidence  to  South 
Miami  Hospital,  Debbie  Bren- 
nan, Employment  Represen- 
tative,7400  SW  62  Ave.,  Miami, 
FL  33143 


BECOME  AN  HMO  affiliate 
in  your  own  office.  Specialists 
needed  to  refer  our  patients  to. 
Discover  advantages  of  posi- 
tive cash  flow,  capitation, 
etc.  Call  Robert  M.  Markey  at 
Health  • Med  Systems,  (305) 
651-8830. 


MATURE  ANESTHESIOL- 
OGIST ANESTHETIST  with 
Florida  boards  needed  to  su- 
pervise local  anesthesia  for 
eye  clinic.  Salary.  Contact  Mr. 
William  Ausmus  at  1-800-282- 
9905  in  Florida  and  outside 
Florida  1-800-237-4121. 


INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 


IPR  (414)  257-3959  collect. 
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PEDIATRICS:  Established 
Pediatrician  needs  associate. 
Board  E/Q  and  U S.  Trained. 
Partnership  or  share  pediatric 
call  and  expenses  in  group  of  3 
(2  internists  and  pediatrician) 
on  central  Florida  east  coast. 
C-1266,  P.O.  Box  2411,  Jack- 
sonville, FL  32203. 


VACANCY  AVAILABLE  IN 
TALLAHASSEE  FOR  MEDICAL 
CONSULTANT  in  State  Agency 
Social  Security  Disability 
Determinations.  Must  be 
licensed  in  Florida.  An  internist 
with  EKG  interpretation  capa- 
bility is  preferred.  Forty  hour 
work  week  with  no  night  work; 
all  holidays  and  weekends  free. 
No  direct  patient  care.  Call  Dr. 
Davis  (305)  896-4691. 

STAFF  DIRECTOR  — Com- 
munity hospital  education  pro- 
gram. A leadership  position  in 
Graduate  Medical  Education  in 
Florida.  Duties  include  collec- 
tion and  analysis  of  data  con- 
cerning geographic  and  spe- 
cialty needs  for  physician  man- 
power. Close  liaison  necessary 
with  training  program  through- 
out Florida  as  well  as  related 
state  and  private  organiza- 
tions. Program  involves  super- 
vising and  monitoring  state  ap- 
propiation  for  support  of 
selected  internships  and 
residencies  in  Florida  hospi- 
tals. Responsible  to  Council 
and  the  Commissioner  of  Edu- 
cation. Knowledge  of  and  prior 
association  with  Graduate 
Medical  Education  desirable. 
Position  available  July,  1985. 
Applications  or  nominations 
should  be  forwarded  to  Cecil 
Golden,  Associate  Deputy 
Commissioner,  Florida  Dept,  of 
Education,  Knott  Building, 
Tallahassee,  FI  32301 

LOCUM  TENENS  RADIOL- 
OGIST needed,  experienced 
in  CT  and  angiography,  Florida 
license  required.  Send  CV 
with  inquiry  to  C-1258,  P.O. 
Box  2411,  Jacksonville, 
32203. 

FLORIDA  LICENSED 
PHYSICIAN  to  join  eleven  of 
our  Rescue  Physicians  now 
working  in  the  EMS  Section 
of  the  Miami  Beach  Fire  Dept. 
Unique  opportunity  in  pre- 
hospital care.  For  details  and 
further  information  contact 
Chief  Jack  Shelton  or  Lt.  Jack 
Nerren  at  305-673-7130. 


FAMILY  PHYSICIAN  to 
assume  existing  practice  30 
minutes  from  Jacksonville. 
Medical  clinic  has  X-ray,  lab 
and  cardiovascular  consulta- 
tion including  onsite  tread- 
mill, echo,  holter  and  vas- 
cular testing.  Excellent  guar- 
antee plus  incentive  C-1243, 
P.O.  Box  2411,  Jacksonville, 
FI.  32203. 

FAMILY  PRACTICE/E. R. 
MEDICINE  physician  for  pri- 
vate freestanding  medical 
centers  (Central  Florida). 
Competitive  salary  and  future 
ownership  probabilities. 
Send  CV  to  Dennis  Huffman, 
Family  Medical  Center,  2531 
Boggy  Creek  Road,  Kissim- 
mee, FI.  32743  or  call  (305) 
933-0990 


MEDSTOP  WALK-IN 
CLINICS  - Sarasota  Co.  Well 
qualified  M.D.’s  with  primary 
care  background.  Excellent 
working  conditions.  Pay  and 
incentives  according  to  qual 
ifications.  Malpractice  insur- 
ance provided.  Send  CV  to 
T.M  McNaughton,  M.D.,  540 
S.  Nokomis  Ave.,  Venice,  FI 
33595  or  call  813-484-2167. 

FLORIDA  S.E.  COASTAL 
AREA  UNIQUE  OPPORTUNITY 
for  someone  with  Internal 
Medicine  and  Emergency 
Medicine  experience.  Expand- 
ing office  based  practice- 
opportunity  with  equity  parti- 
cipation available.  Send  C.V. 
in  confidence  to:  SRM  & As- 
sociates, Inc.,  1060  NE  28th 
Terrace,  Pompano  Beach,  FL 
33062. 

FAMILY  PRACTITIONER 
Large  fully  equipped  (Labora- 
tory & X-ray)  clinic  in  rapid 
growing  West  Coast  Florida 
community  with  3 excellent 
hospitals.  We  need  another 
family  practitioner  in  busy 
high  patient  concentration 
area  and  growing  every  day. 
Send  CV  and  reply  to  William 
J.  Young,  M.D.,  P.A.,  P.O.  Box 
995,  New  Port  Richey,  FL 
33552. 

INTERNIST  to  associate 
in  and  eventually  purchase 
busy,  established  practice  on 
affluent  Florida  Gold  Coast. 
Excellent  terms.  Must  have 
Florida  license.  Reply  to  Box 
2513,  Hamilton  Station,  Pom- 
pano Beach,  Florida  33072. 


POSTION  OPEN  FULL- 
TIME STAFF  ANESTHESI- 
OLOGIST at  University  Hos 
pital/J HEP,  Jacksonville,  FI. 
Board  certified  or  eligible. 
Florida  license  required.  Inte- 
rest in  teaching  and  partici- 
pation in  educational  pro- 
gram. Subspecialty  in  OB, 
pediatric,  neuro,  or  cardio- 
vascular anesthesia  desir 
able.  Call  904/350-6595  or 
write:  University  Hospital  of 
Jacksonville,  655  West  8th 
St.,  Jacksonville,  FL  32209. 

PSYCHIATRIST  — full-time 
position  open  for  board  cert- 
ified or  eligible  psychiatrist 
To  provide  direct  services 
and  consultation  for  inter- 
disciplinary staff  in  the  treat- 
ment of  adult  and  geriatric 
population  Outpatient  only. 
Florida  license  needed.  Write 
or  call:  A.  Mullin,  M.D.,  Mental 
Health  Clinic  of  Jacksonville, 
Inc.,  2627  Riverside  Ave., 
Jacksonville,  FL  32204,  (904) 
384-2364. 

EXPERIENCED,  BOARD 
CERTIFIED  SPECIALISTS  in 
orthopedics,  neurology,  EMG 
and  neurosurgery  wanted  for 
parttime  association  with  an 
office-based  group  performing 
medico-legal  evaluations  in 
Dade  County.  We  offer  excel- 
lent renumeration  with  no 
nights  or  weekends  on  call 
and  with  minimal  malpractice 
exposure.  Call  305/557-0900 
or  send  C.V.  to  Medical  Di- 
rector, Southern  Diagnostic 
Associates,  1575  West  49th 
St.,  Hialeah,  Florida  33012 


INTERNIST  FINISHING 
training  and  Board  eligible 
July  85  looking  to  join  solo 
practioner  or  group.  Jeffrey 
Sklar,  M.D.,  314  Newark  Ave. 
Apt.  6,  Bradley  Beach,  New 
Jersey  07720 

EXPERIENCED  F.P., 
Board  Certified,  Florida  Li- 
censed, Fellow  wants  associ- 
ation, partnership  or  buy 
practice  in  Central  Florida 
C-1261,  PO  Box  2411, 
Jacksonville,  FI  32203 

BE.  MEDICAL  ONCOL- 
OGIST with  Florida  License 
seeks  associate  partnership, 
solo  or  group  practice  in 
Florida,  available  July  1985. 
Send  inquiries  to  C-1263,  P.O 
Box  2411,  Jacksonville,  FI 
32203. 

ORTHOPEDIST,  54,  Florida 
license,  seeks  work  in  office 
with  a busy  orthopaedic 
group,  anywhere  in  Florida. 
No  malpractice  evaluations, 
except  in  defense  (of  physi- 
cian). Reply  to:  Orthopedist, 
3043  South  Atlantic  Avenue, 
#401,  Daytona  Beach  Shores, 
FL  32018  Phone  (904) 
761  1738 

GENERAL  SURGEON.  33, 
American,  University  trained, 
American  Boardcertif  led, 
completing  two  year  surgical 
oncology  fellowship  desires 
solo,  partnership,  or  multi- 
specialty group  practice.  A 
vailable  July  1985  C-1267,  P 
O Box  2411,  Jacksonville,  FL 
32203. 


Situations  Wanted 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  July 
1985.  Invasive- noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 

PRACTICE  WANTED: 
Would  like  to  purchase  Inter 
nal  Medicine/Cardiology  prac- 
tice in  southwest  section  of 
Miami,  from  retiring  physi- 
cian or  physician  leaving 
area.  Call  305-665-8500. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1227,  PO  Box 
2411,  Jacksonville,  FI  32203 
Vol  72,  NO 


LOCUM  TENENS  Radio- 
logist, Board  Certified.  53, 
academic  and  administrative 
experience,  does  most  moda- 
lities, will  also  consider  per- 
manent association  Please 
write  Box  C-1265.  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

ANESTHESIOLOGIST: 
ACA  certified  seeding  practice 
opportunity  in  Fla.  solo  or 
group.  Available  immediately 
Reply:  Oscar  Gonzalez,  6940 
Sunrise  Dr.,  Coral  Gables.  FL 
33133,  (904)  666-2371 

WANTED  TO  PURCHASE 
established  internal  medicine 
practice,  coastal  area  south- 
ern Florida.  Ready  to  assume 
practice  fall  1985.  C-1264, 
P O Box  2411,  Jacksonville. 
FL  32203. 
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ANESTHESIOLOGIST: 
Florida  licensed,  B/E,  com 
pleting  fellowship  in  anesthe- 
sia Dec,  1985,  available  at 
anytime,  experience  in  all 
kinds  of  anesthesia,  desire 
any  type  of  opportunity  any- 
where in  Florida.  Reply:  B 
Patel,  M.D.,  133-52  Avery  Ave., 
Flushing,  N.Y.  11355  or  call 
evenings  (718)  445-6679. 

NEURORADIOLOGIST: 
Board  certified,  2 year  Univer- 
sity Fellowship,  expertise  in 
pediatric  and  adult  CT,  angio, 
myelo  and  DSA,  also  excel 
lent  skills  in  general  diagnos- 
tic as  partner  for  last  IV2 
years  in  large  multispecialty 
group.  Thirty-four  year  old, 
married,  one  child.  President, 
University  of  Florida  gradua- 
ting class  1978,  who  wishes 
to  return  home.  Lawrence  H. 
Schott,  M.D.,  1818  Lenard  St., 
Wausau,  Wisconsin  54401, 
(715)  675  9900  evenings 


Practices  Available 

RADIOLOGY:  Private 
Practice  est.  4 years.  Down- 
town Jacksonville,  Florida. 
Grossing  $160,000.00  with  ex- 
cellent growth  potential.  Pur- 
chase price  negotiable. 
Sergio  Lagman,  M.D.,  600  N. 
Church  St.  Lake  City  FI  32055. 

VERY  ACTIVE  OB/GYN 
practice  for  sale  in  North 
Florida  because  of  retirement. 
2700  sq.  ft  building  with  six 
examining  rooms  fully  e- 
quipped  located  in  a doctor’s 
office  area  within  walking  dis- 
tance from  hospital.  Including 
all  the  equipment,  charts, 
building  and  ground.  Price  ne- 
gotiable for  practice  and  equip- 
ment, building  can  be  leased  or 
purchased.  Contact  C-1259, 
P.O.  Box  2411,  Jacksonville,  FI 
32203. 


FAMILY  AND  INTERNAL 
MEDICINE  practice  for  sale 
with  3000  sq.  ft.  professional 
medical  building  in  Boynton 
Beach,  Florida.  Six  exam 
rooms,  X-Ray,  full  lab,  equip- 
ment, price  and  terms  flexi- 
ble. Call  Ms.  Hernandez, 
Banfi  Realty,  Inc.  305/278- 
1191. 

FAMILY  PRACTICE  for 
sale,  including  building  on  a 
15,750  sq.  ft.  lot,  charts,  e- 
quipment,  furniture.  Low 
overhead.  Call  904/255-6026, 
M.  P.  Villaf lor,  M.D.,  939  S. 
Ridgewood,  Daytona  Beach, 
FL  32014. 

MEDICAL  PRACTICE  — 
OFFICE:  Located  north  FI. 
community.  Population  area 
approximately  20,000.  Con- 
crete block  building,  1200  sq. 
ft.  with  waiting  room, 
examining  rooms,  labora- 
tories, administrative  office, 
private  office,  3 acres  land, 
paved  street,  central  city  lo- 
cation. Doctor  retiring,  owner 
financing,  very  low  interest 
$99,000.  James  J.  Byron, 
Broker,  Hilliard,  FL,  (904) 
845-2561 


Real  Estate 

DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

FOR  SALE  OR  LEASE- 
Medical  office  1650  sq.  feet,  2 
consulting  offices,  4 exam 
rooms,  established  location 
overlooking  Lake  Monroe. 
Perfect  for  obstetrics,  family 
practice.  Clyde  H.  Climer, 
M.D.,  1403  Medical  Plaza  Dr., 
Suite  106,  Sanford,  FL  32771. 


CENTRAL  FLA.  RIVER- 
FRONT: Luxury  Homes 
$140,000  to  $325,000.  Direct 
access  to  great  Gulf  fishing! 
Lona  Lubin,  Realtor  Associ- 
ate with  The  Corey  Company 
(813)  367-4561,  423  Corey  Ave. 
St.  Petersburg  Beach,  FL 
33706. 

MEDICAL  BLDG.  & Strip 
Stores:  10,000  S.F.  2 story 
bldg  & 8 store,  less  than  870 
sq.  ft.  Key  corner  Miami 
Shores  Business  district. 
$1,300,000,  25%  down,  owner 
financing.  Call  June  Drake, 
V.P.,  The  Keyes  Co.,  (305) 
371-3592. 

WESTERN  COLORADO 
VACATION  RENTAL.  Lovely 
homestead  cabin,  modern 
conveniences.  Picture  post 
card  setting.  Brochure  on  re- 
quest. Thomas  Beach,  M.D., 
1842  King  St.,  Jacksonville, 
FL  32204,  904/387-7300. 

FOR  SALE:  4,000  S.F. 
medical  facility,  fully  e- 
quipped,  ample  parking,  320 
Third  Street,  Neptune  Beach, 
Prime  A1A  frontage.  Walter 
Dickinson,  Inc.,  Realtors,  In- 
dependent Life  Bldg.,  (904) 
358-1206. 

WINTER  SPRINGS  — 3 
Professional  offices  available 
for  lease.  680  sq.  ft.  to  880  sq. 
ft.  or  may  convert  to  a larger 
office.  Ideal  location— rapidly 
growing  area/North  Orlando. 
Phone  (305)  365-6838  or  (305) 
327-0731. 


Services 


PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 

LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 


FLA.  GOLD  COAST,  North 
Palm  Beach  area.  23  year  F.P., 
200  M Ann.  Office  bldg,  op- 
tional. Will  introduce.  Hos- 
pitals and  ocean  5 12  min. 
drive.  Taking  early  retirement. 
Call  305  627  0722  after  8:00 
pm.  Write  11605  A Win- 
chester Dr.,  Palm  Beach 
Gardens,  FL  33410 

FAMILY  PRACTICE, 
Tampa,  free  standing  2 doctor 
clinic.  Fully  equipped.  35  yrs 
same  location.  Two  hospitals 
nearby.  Serious  inquiries 


SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two 
hospitals.  1500  - 1800  sq.ft. 
Fully  partitioned  and 
carpeted.  Reasonable  rent. 
(305)  661-5147. 

FOR  RENT:  Psychiatrist 
office  immediately  available 
in  Miami  in  small  office 
building  centrally  located 
with  other  Psychiatrists.  Full 
furnished  and  including  Sec- 
retrial  Services.  Free  Parking. 
Call  weekdays  at  (305) 


only.  Call  813/837  0221. 


573-4720. 
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A MEDICAL  LETTER 
THAT  INCREASES  PATIENT 
VISITS!  Write  Shirley  M. 
Mueller,  M.D.  for  a free  copy  of 
a physician-written  newsletter 
that  is  personalized  by  you. 
Personal  Medical  Communi- 
cations, Dept.  F,  95  Wellington 
Road,  Indianapolis,  IN  46260. 

* 

EXPERT  CONSULTING 
SERVICE  all  phases  of  labo- 
ratory medicine:  staffing 
mangement,  technical  and 
Q.C.,  accreditation,  licensure, 
for  offices,  group  practices, 
hospitals.  For  more  informa- 
tion, write:  LabCare,  P.O.  Box 
1702-103,  Gainesville,  FL 
32602. 

AVOID  MALPRACTICE 
SUITS:  Free  - 30  day  trial 
“Guideline  for  Medical  and 
Surgical  Emergencies”.  Write 
professorial  type  orders  for 
medical  and  surgical  emer- 
gencies. Masson  Publishing 
Co.  - USA,  133  East  58  St., 
New  York,  NY  10022 

WE  BUY,  SELL,  LEASE 
SERVICE  new  and  recondi- 
tioned medical  instrumenta- 
tion: EKG,  Lab,  Holter,  scan- 
ners, 2 D.  Echos,  stress-test, 
etc.  Contact:  Ed  Bentolila, 
P.O.  Box  8767,  Coral  Springs, 
FL  33065,  305-972-4600. 

MONEY  TO  LOAN  — No 
collateral  required  — your 
signature  only.  Can  be  used 
for  any  purpose  — in- 
vestments,taxes,  real  estate. 
Special  In-Training  and  New 
Practitioner  loans  with  flexi- 
ble terms.  Borrow  up  to 
$50,000.  No  points,  no  fees, 
no  costs  of  any  kind.  Simple 
interest.  Everything  handled 
by  mail  or  phone.  Call  or  write 
to:  Corporate  Business  In- 
vestments, Inc.,  Centurion 
Square,  8384  Baymeadows 
Rd.,  Suite  1,  Jacksonville,  FL 
32216,  904/739-2233. 


Meetings 


DUVAL  COUNTY  MEDI- 
CAL SOCIETY’S  18th  Annual 
4T's  (Tips,  Tricks,  Traps, 
Techniques)  Conference, 
Ameila  Island  Plantation, 
August  15,  16,  17,  18,  1985. 
For  information  and/or  bro- 
chure write:  Beverly  Tyson, 
655  W.  8th  St.,  Jacksonville, 
FL  32209  or  call  904/350-6510. 
Thirteen  credits  available. 


BIOFEEDBACK  — CEU 
Credit  available  — Fullife 
presents  basic  and  advanced 
workshops  in  Biofeedback 
1984-85  schedule:  Founda- 
tions of  Biofeedback,  Sept.  15 
& 16;  May  11  & 12.  Advanced 
Concepts  in  Biofeedback,  Oct. 
12-14;  June  7-9.  Review  for 
Certification  & State  of  the 
Art  in  Biofeedback,  Nov.  3 
& 4;  Feb.  23  & 24.  Clinical 
internship  program.  Contact 
the  Hartje  Stress  Clinic  for 
brochure,  2429  University 
Blvd.  West,  Jacksonville,  FL 
32217,  (904)  737-5821.  Offered 
at  the  Sea  Turtle  Inn,  1 Ocean 
Blvd.,  Jacksonville,  FL  32223, 
(904)  249-7402. 


1985  CME  CRUISE/CON- 
FERENCES ON  selected 
medical  topics  - Caribbean, 
Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days 
year-round.  Approved  for 
20-40  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  pre- 
scribed credits.  Distinguished 
professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEX- 
ICAN & ALASKAN  CRUISES. 
Excellent  group  fares  on 
finest  ships.  Registration  lim- 
ited. Pre-scheduled  in  com- 
pliance with  present  IRS  re- 
quirements. Information: 
International  Conferences, 
189  Lodge  Ave.,  Huntington 
Station,  New  York,  11746 
(516)  549-0869. 


Save  the  clouds. 

I want  to  help  Enclosed  is  my  tax-deductible  check  for  $ — 
Please  send  me  information  about  protecting  the  eyesight 
of  myself  and  my  family. 

Name 


Address- 
City 


-State - 


-Zip- 


National  Society  to  Prevent  Blindness 

3741  Neptune  Street,  Tampa,  FL  33629 


IU 

The  i 

tv! 

Rlinr 


When  you  lose  your  vision,  you  lose 
the  clouds. 

You  lose  the  sunsets.  The  seashells. 
The  moonlight  and  snowflakes. 

This  year,  50,000  Americans  will  lose  all 
and  moVg.  Forever, 
fet  with  yc&whelp,  half  of  all  blindness 
be  prevented. 

'e’re  the  National 
Blindness. 

We  sponsor 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release  S, 

LIPO  NICINl!f300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  .300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  ot  100,  500 


Immediate  Release 

LIPO  NICIN®(250  mg 

Each  yellow  tablet  contains 


Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B  1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  ot  100  , 500 

LIPO  NICIN®/100  mg. 

Each  blue  tablet  contains 


Nicotinic  Acid 100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  . 150  mg 

Thiamine  HCL  (B-1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100.  500 


Indications:  For  use  as  a vasodi 
ialor  in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  ot  LIPO  NICIN®  100 
mg.  or  250  mo  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient 

Side  Ettects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

( THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles  California  90057  PM 


OVER  100,000 
PHYSICIANS  READ 
POSTGRADUATE  MEDICINE* 
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Dx:  recurrent  herpes  labialis 
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HeRPecin- 


“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP>  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.O.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
»nc„  P.O,  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In' Florida  HERPECIN-L  is  available  at  all  Gray,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 
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CLINICAL  PROOF 


FOP,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undimimshed  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed7" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  ’ 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurozepom  HCI/Roche 

References:  1.  Kales  J el  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A ef  al:  Clin  Phar- 
macol Ther  18  356-363,  Sep  1975  3.  Kales  A ef  al 
Clin  Pharmacol  Ther  19  576-583,  May  1976  4.  Kales  A 
el  al  Clin  Pharmacol  Ther  32  781  788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Genatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A.  Kales  JD  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatl  DJ, 

Allen  MD.  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 
Mar  1977  8 Zimmerman  AM  Curr  Ther  Res 
73:18-22.  Jan  1971  9.  Amrein  R el  al  Drugs  Exp  Clin 
Res  9(1)  85  99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3 303-326,  May  1981  11.  Greenblatl  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27.  1982  12.  Kales  A 
et  al  Pharmacology  26  121-137  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its, in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI.  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  or  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  eg.  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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DEDICATED 


The  FPIR  is  committed  to 
serving  Florida  physicians 
throughout  their  medical 
careers. 

The  FPIR  provides  regular 
financial  and  operating 
statements,  loss  awareness 
and  prevention  programs, 
reports  on  claim  activities, 
communications  on  trends 
and  happenings  in  medical 
professional  liability  insurance. 
The  FPIR  offers  superior  pro- 
tection; appropriate  rate  levels; 
many  features  responsive  to 
the  specific  coverage  needs  of 
Florida  physicians. 


The  FPIR  is  sponsored  by  the  Florida  Medical  Association  and  is 
managed  by  the  Physicians  Insurance  Company  of  Ohio  (PICO). 

For  policy  coverage  information,  contact: 


FLORIDA  PHYSICIANS 


INSURANCE  RECIPROCAL 


1000  Riverside  Av  / P.O.  Box  44033  / Jacksonville, FI  32231-4033 
Telephone  (904)  354-5910  WATS:  1-800-342-8349 


INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION, 

■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDLLEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS, 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS, 


■ LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 


■ LEASING  WITH  AMERICAN  MED! 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


1 NO'  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT, 


' EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Haiida  Accord  4 dr. 

$232/iiiu. 

Cut  lass/ Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/inw, 

Lincoln  Town  Car  Sedan 

387/mo. 

Cadillac  Sedan  D’ville 

392/mo. 

BMW  3 1 Si 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

39 1 /mo. 

Porsche  91  ISC  Cpe. 

684/mo. 

Mercedes  190 

479/mo. 

Mercedes  300  SD 

699/mo. 

Mercedes  380  SI. 

834/mo. 

In  Florida 

For  Leasing  Information: 

Call  Toll-Free 

1-800-432-9629 

For  Information 

On  Any  Automobile 

Available  In  The  U.S. 

American  ‘ifle&t-lUatfe' 


Leasing  Services  Available 
Arkansas,  Alabama.  Georgia,  Florida 
Louisiana,  Texas.  Oklahoma  & California 


Exclaim  cJutornokL  Liaiinq  joi  tfu.  ■clhdical  \riofi 


mum 


Shhh.  . . the  best  kept  secret 
in  a computerized  medical 
billing  service. 


southeastern 

medical  data 
systems 

22  uuest  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  florida  32806 
(305)  841-9792 


The  Logical 

Path 

to  ^4Ta 

Compliance 


The  addition  of  a diuret 
enhances  the  efficacy 
of  the  beta-blocker. 


IN  HYPERTENSION 
END  POINT: 


CONTROL, 

COMPLIANCE. 

CONVENIENCE 


When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide,  CORZIDE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 


CORZIDE 

(nadolol-bendroflumethiazide  tablets) 

Makes  good  sense 


SQUIBB 

Innovators  in  canllovascvlar  medicine 


•Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of  High 
The  1884  report  of  the  Joint  National  Committee  or»  Detection.  Evaluation 
High  Blood  Pressure.  Arch  Intern  Med  144:1045-1067, 1984. 


see  brief  summary  of  pres 
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CORZIDE 


® 


(nadolol-bendroflumethiazide  tablets) 


CORZIDE'  4015 
CORZIDE9  80/5 

Nadolol-Bendrotlumethiazlde  Tablet* 


DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  lor  oral  administration 
combines  two  antihypertensive  agents.  CORGARD®  (nadolol),  a nonselectlve  beta-adrener- 
gic blocking  agent,  and  NATURETIN®  (bendroflumethiazide).  a thiazide  diuretic-antihyper- 
tensive  Formulations  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide. 


CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS) 
Bandrollumathlazld*  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Dlaeaae  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy;  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient. 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  it  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


_Nonallergic  Bronchospasm  (e.gL,  chronic  bronchitis,  emphysema^—  PAT) 


BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECl 
Administer  nadolol  with  caution  since  it  may  block  bipnchodHafion  produced  by 
or  exogenous  catecholamine  stimulation  of  beta2  receptors  Major  SMgtmt, — Bi 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli and  may  increa: 
of  general  anesthesia  and  sutglpal  procedures,  resuitt®  in  protracted  hypotensi 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery.  Recognition  of  the  increased  sensitivity  to  catecholamines  of 


patients  recently  withdrawn  trorbbete*lOCkerlherj^y:fiowever,  has  made  this  recommenda- 
"bv/ -beta -blockers  w< 


tion  controversial.  If  possible,  withdtai 
She  ' 


well  before  surgery  takes  place.  In 


Information  for  Patlant*  — Warn  patients,  especially  those  with  evidence  of  coronary  artery  /, 
insufficiency,  against  interruption  or  d: 'continuation  of  nadolol  without  physician's  advice,'/ 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  beingij 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptoiS 
of  impending  failure.  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Taata  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNINGS, 
Bendroflumethiazide,  and  PRECAUTIONS,  General , Bendroflumethiazide). 

Drug  Interaction*  — Nadolol  — When  administered  concurrently  the  following  drugs  may 
interact  with  beta-adrenergic  blocking  agents:  Anaathetlcs,  ganaral  — exaggeration  of 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery).  Antldlabatloi 
drug*  (oral  agents  and  Inaulin)  — hypoglycemia  or  hyperglycemia;  adjust  antidiabetic  drug 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Catechol-1 
amlne-depletlng  drugs  (e.g.,  reserplne)  — additive  effect;  monitor  closely  for  evidences 
hypotension  and/or  excessive  bradycardia. 

Bendroflumathlazid*  — When  administered  concurrently  the  following  drugs  may  interact 
with  thiazide  diuretics:  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostatit 
hypotension.  Antldlabatlc  drugs  (oral  agent*  and  Insulin)  — thiazide-induced  hypergly- 
cemia may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antlhypertanslvs 
drugs  — additive  or  potentiated  effect . Corticosteroids,  ACTH  — intensified  electrolyte  de-i 


pletion,  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs  — 

' Stic  as 


Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents.  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e.g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia;  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e.g.,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated.  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l.  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather,  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


potentiated  effect  Praaneathatic  and  anesthetic  agents  — effects  may  be  potentiated; 
adjust  dosage  accordingly  Pressor  amlnas  (e.g.,  norepinephrine)  — possible  decreasi 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxant*,  nondepolar- 
izing (e.g.,  tubocurarin*)  — possible  increased  response 
Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyroid 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide) 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  1 to  2 years  oral 
toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects.  In 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preneo- 
plastic,  or  nonneoplastic  pathologic  lesions.  Bendroflumethiazide  — Long-term  studies  in 
animals  have  not  been  performed 
Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reproduction 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  rats 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicati 
human  dose,  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-con- 
trolled studies  in  pregnant  women;  therefore,  use  nadolol  in  pregnant  women  only  if  potential 
benefit  justifies  potential  risk  to  the  fetus.  Bendroflumethiazide  — Category  C.  Animal 
reproduction  studies  have  not  been  conducted.  This  drug ’s  effect  on  the  fetus  when  adminis- 
tered to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendroflu-M 
methiazide  should  be  given  to  a pregnant  woman  only  if  clearly  needed.  NonteratogenlSTl 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  antici-  ' 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus,  thess 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reactions 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  milk. 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontinue 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadolol- 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient  and 
have  rarely  required  nadolol  withdrawal.  Cardiovascular  " Bradycardia  with  heart  rates  of 
less  than  60  beats  per  minute  occurs  C0BKnq8§*,’1|adi£art  rates  below  40  beats  per  minute 
and/or  symptomatic  bradycardia  ware  seen  inribout  2 of  100  patients.  Symptoms  of 
peripheral  vascular  Insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  approxi- 
mately 2 of,  100  patients.  Cardiac  faitpre,  hypotension,  and  rhythm/conduction  disturbances 
have  each  occurred  in  about  1 of  100  patients  Single  instances  of  first  degree  and  third 
degree  heart  block  have  been  reported;  intensification  of  AV  block  is  a known  effect  of  beta- 
blockers  (see  also  CONTRAINDICATIONS.  WARNINGS,  and  PRECAUTIONS).  Central  Ner- 
vous System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients;  pares- 
thaaas,' ppdfdion.  anochange  in  behavior  reported  in  approximately  6 of  1000  patients. 

„_lratOfy  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (see 

CONTRAINDICATIONS  and  WARNINGS).  Gastrointestinal  — Nausea,  diarrhea,  abdominal 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  each 
reported  in  1 to  5 of  1000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 to  5 
of  1 000  patients:  rash;  pruritus,  headache;  dry  mouth,  eyes,  or  skin,  impotence  or  decreased 
libido,  facial  swelling;  weight  gam;  slurred  speech;  cough;  nasal  stuffiness;  sweating;  tinnitus; 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  been 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  been 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur:  Central  Nervous 
System  — reversible  mental  depression  progressing  to  catatonia;  visual  disturbances; 
hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 


place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  decreased 

al  — mesenteric  arterial  thrombosis; 


performance  on  neuropsychometrics.  Gastrointestinal 
ischemic  colitis.  Hematologic  — agranulocytosis;  thrombocytopenic  or  nonthrombocyto- 
penic purpura.  Allergic  — fever  combined  with  aching  and  sore  throat;  laryngospasm; 
respiratory  distress.  Miscellaneous  — reversible  alopecia,  Peyronie's  disease; 
erythematous  rash,  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausea, 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  pan- 
creatitis. Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthop- 
sia. Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia. 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizing 
angiitis  (vasculitis,  cutaneous  vasculitis).  Cardiovascular  — orthostatic  hypotension  may 
occur.  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetics, 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  When- 
ever adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  therapy 
withdrawn. 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension,  or 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may  pro- 
gress to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascular 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestinal 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electrolyte 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  deter- 
mining duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol.  In 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Exces- 
sive Bradycardia  — Administer  atropine  (0.25  to  1.0  mg).  If  there  is  no  response  to  vagal 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digitalis 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situation. 
Hypotension  — Administer  vasopressors,  e.g.,  epinephrine  or  levarterenol  (There  is  evi- 
dence that  epinephrine  may  be  the  drug  of  choice.)  Bronchospasm  — Administer  a beta,- 
stimulating  agent  and/or  a theophylline  derivative.  Stupor  or  Coma  — Supportive  therapy  as 
warranted.  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and/or 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintain 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 

DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patients  with 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  for  dosage  in  these 
patients. 

Consult  package  Insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethlazldt 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  ben- 
droflumethiazide and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  100. 
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Program  Coordinator:  Jose  S.  Bodes,  M.D. 

This  course  is  designed  primarily  for  physicians  who  are  preparing  for  certification  in  internal 
medicine.  It  will  provide  an  intensive  survey  of  those  aspects  of  internal  medicine  which  should  be 
familiar  to  internists  qualified  for  certification.  Pertinent  basic  and  core  information  followed  by  a 
survey  of  recent  clinical  advances  needed  for  effective  patient  care  will  be  presented.  Printed 
materials  with  references  and  self-assessment  questionnaires  will  be  provided  to  all  registrants.  Pic- 
torial quizzes,  patient  management  problems,  videotape  symposiums  and  audiovisual  teaching  aids 
will  be  offered  throughout  the  meeting.  This  course  will  end  30  days  prior  to  the  certification  exam- 
ination of  the  American  Board  of  Internal  Medicine,  thereby  providing  time  for  assimilation. 


A faculty  especially  selected  for  its  expertise  in  review  courses  will  present  the  following  topics: 
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Infectious  Diseases 
Immunology  — Allergy 
Genetics  — Oncology  — Nuclear 
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Registration:  Entire  Course  (July  28-August  10)  $750* *  (Before  May  31)  $800  (After  May  31) 

Week  I (July  28-August  3)  $550 
Week  II  (August  4-10)  $550 

Enrollment  must  be  limited  because  of  extensive  faculty  / registrant  interaction. 

Priority  will  be  given  to  those  registering  for  the  entire  course. 

For  registration  and  information  write  to:  Jose  S.  Bodes,  M.D. 

Department  of  Medicine  (R760) 

University  of  Miami  School  of  Medicine 
P.O.  Box  016760,  Miami,  Florida  33101 

* Includes  tuition,  printed  materials,  self-assessment  questionnaires,  use  of  audiovisual  aids,  library  loan 
of  TV  tapes,  cassette  tapes  and  set  of  slides. 
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PRESIDENT’S  PACE 


Another  call  for  unity 


This  year  has  passed 
so  quickly  that  I can  hardly 
realize  this  will  be  my  last 
President's  Page  in  The 
Journal  of  the  Florida 
Medical  Association,  Inc. 

This  has  been  an  ex- 
citing and  turbulent  year 
with  some  successes  and 
failures. 

It  has  given  me  an  op- 
portunity to  get  to  know 
many  of  you  and  to  under- 
stand your  concerns,  your 
frustrations,  and  your 
problems. 

I want  to  express  to  each  of  you  my  deep  appre- 
ciation of  your  understanding,  your  participation 
and  your  support,  as  we  addressed  the  many  prob- 
lems facing  us  as  physicians. 

As  Jeff  Goldsmith,  the  well-known  health  care 
consultant  recently  stated:  "The  U.S.  health  care 
system  is  in  the  throes  of  a revolution.  Power  so 
carefully  accumulated  for  almost  five  decades  is 
shifting  from  those  who  provide  care  to  those  who 
pay  for  it." 

When  I was  installed  as  your  President  a year 
ago,  I called  for  unity,  using  the  theme:  One  Profes- 
sion — One  Association  — One  Future.  This  theme 
was  selected  because  it  was  apparent  then  that  the 
changes  resulting  from  this  transfer  of  power  would 
be  extensive  and  far-reaching.  I must  say,  however, 
that  I did  not  anticipate  the  rapidity  with  which  the 
changes  would  occur. 

Recently,  I heard  a speaker  state  the  following: 

' 'In  times  of  rapid  change  and  the  inevitable  troubles 
that  follow,  people  either  come  together  for  mutual 
protection  and  comfort,  or  they  pull  apart  and  go  off 
in  all  directions.  This  latter  course  is  usually  the 
road  to  disaster." 


Unity  among  physicians  in  Florida  must  con- 
tinue to  be  one  of  our  major  goals.  Toward  that  end, 

I have  tried  this  year  to  improve  communication 
between  the  FMA  leadership  and  its  members  with 
presidential  memoranda  regarding  all  important 
issues,  attendance  at  many  county  and  specialty 
society  meetings,  invitations  to  the  Presidents  and 
Executives  of  County  Medical  Societies  to  attend 
and  participate  in  meetings  of  the  Board  of  Gover- 
nors, and  voluminous  correspondence  with  many  of 
you. 

We  have  also  activated  some  new  committees, 
such  as  the  Committee  on  Programs  and  Priorities 
to  help  in  long-range  planning,  and  the  Committee 
on  Health  Manpower  to  deal  with  issues  involving 
allied  health  professions.  Our  Council  on  Hospital 
Medical  Staffs  is  now  active  and  functioning  well. 
Also,  the  first  Seminar  for  Women  Physicians  was 
held  in  conjunction  with  our  1985  Leadership  Con- 
ference. 

Detailed  studies  have  been  made  of  the  legisla- 
tive arm  of  the  FMA  and  of  our  relationships  with 
the  media  and  other  organizations.  Some  significant 
changes  in  direction  have  resulted  from  these  studies 
and  we  hope  that  we  will  have  more  allies  in  the 
future. 

My  sincere  thanks  go  to  the  Board  of  Governors, 
all  Council  and  Committee  Members,  and  to  every 
member  of  our  competent  and  loyal  staff.  They  all 
participated  in  our  activities  far  beyond  what  would 
normally  be  expected  of  them. 

Special  thanks  go  to  Don  Jones  for  outstanding 
performance  as  our  Executive  Director,  and  to  my 
very  efficient  and  dedicated  secretary,  Liz  Parker. 
Without  them,  very  little  would  have  been  ac- 
complished this  year. 

Vol.  72,  No.  5/J.  FLORIDA  M.A./MAY  1985/337 


The  AMA  puts  current  information  at  your  fingertips 


The  first  nationwide  medical  information  network  brings  a new  dimension  to  the  way  in  which  physicians  can  keep 
abreast  of  the  latest  knowledge  in  their  profession.  Through  the  use  of  a low-cost  computer  terminal  you  can  have 
access  to  authoritative  and  up-to-date  information.  The  American  Medical  Association’s  computerized  data  bases 
place  a wide  range  of  professional  resources  at  your  fingertips  . . . 


DATA  BASES: 


Drug  Information 

• Contains  up-to-date  information 
on  the  clinical  use  of  drugs 

• More  than  1,200  individual  drug 
preparations  marketed  over  some 
5,000  trade  names 

• Can  identify  drugs  according  to 
indications  for  therapy,  special 
patient  circumstances,  or  for  cer- 
tain drug  actions  and  interactions 

Excerpta  Medica  Physicians 

Information  Retrieval  and 

Educational  Service 

• Index  to  clinical  literature  — aids 
subscribers  in  locating  recent 
articles  and  peer  reviewed  papers 
that  have  appeared  in  more  than 
300  medical  journals  worldwide 

• Periodicals  selected  for  inclusion 
in  this  service  cover  over  78 
specialties  and  subspecialties 

• Helps  physicians  locate  relevant 
articles  quickly  and  to  stay 
abreast  of  new  developments  — 
saves  time 


GTE  Telenet 

Medical  Information  Network 


Continuing  Medical  Education 

• Developed  by  Massachusetts 
General  Hospital  in  conjunction 
with  the  Harvard  Medical  School 

• Allows  physicians  to  earn  Cate- 
gory I ACCME  credits 

• Provides  individualized  self-paced 
learning  experiences  based  upon 
computer  simulated  patient  cases 

• Physicians  will  interact  with 
teaching  situation  through  four 
predetermined  styles:  multiple 
choice,  vocabulary,  fee  text,  and 
tutorial 

• Provides  confidential  means  of 
self-assessment  for  practicing 
physicians 

• Solutions  to  problems  presented 
in  each  teaching  scenario  can  be 
reviewed  and  evaluated  instantly 

Socio-Economic  Bibliographic 

Information 

• Guide  for  locating  current 
articles  on  the  nonclinical  aspect 
of  health  care 


• Includes  4,200  citations  from 
more  than  700  health  care 
publications 

• Subject  areas  include  economics, 
education,  ethics,  international 
relations,  legislation,  medical 
practice,  political  science,  psy- 
chology, public  health,  sociology 
and  statistics 

• Convenient  ordering  of  full  text 
reprint  of  articles  directly  from 
the  AMA  through  MED/MAIL 

Medical  Procedural  Coding  and 

Nomenclature 

• Provides  uniform  coding  and 
nomenclature  system  for  report- 
ing medical  services  and  proce- 
dures performed  by  physicians 

• Contains  6,000  descriptions  of 
procedures 


Disease  Information 

• Contains  descriptions  of  diseases, 
disorders  and  conditions 


FOR  SUBSCRIPTION  INFORMATION, 
PLEASE  CONTACT  THE 
1 FLORIDA  MEDICAL  ASSOCIATION,  INC. 
JACKSONVILLE,  FLORIDA 
TELEPHONE  904/356-1571 


OwICU  is  fully  equipped, 
staffed  by  specialists, 
and  can  travel 400 mph. 


You’ve  decided:  Transport  to  another  hospital!  To  be  moved 
safely,  the  patient  will  need  uninterrupted  intensive  care. 

Call  the  University  of  Alabama  Medical  Center’s  Critical 
Care  Transport  Service. 

Our  jet  aircraft  is  one  element  of  our  critical  care  transpor- 
tation system.  State-of-the-art  equipment  maintains  the  ICU 
environment  in  transit.  And  a specially  skilled  team,  led  by  a 

Ehysician,  assumes  responsibility  for  transporting  the  patient 
om  your  hospital  to  destination. 

To  arrange  for  Critical  Care  Transport,  call  the  University’s 
Medical  Information  Service  via  Telephone  (MIST)  line, 
1-800-452-9860.  (Within  Alabama,  call  1-800-292-6508.) 


University  of  Alabama  Medical  Center 

Department  of  Surgery 
Division  of  Emergency  Services 
University  of  Alabama  at  Birmingham 


Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  P.O.  Box  2848, 
Houston,  Texas  77252-9955. 


T he  first  hotel  in 
Houston  s Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

( one  or  two  persons ) 


HOUSTON’S 

Shamrockheion 


THE  VALUE  OF  EXPERIENCE. 
At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 


EDITORIAL 


On  parting 


Metaphorically  speaking,  this  editorial  signals 
the  end  of  my  five  year  affair  with  an  alluring  albeit 
demanding  mistress  known  as  The  Journal  of  the 
Florida  Medical  Association.  Having  given  much  of 
myself  in  both  thought  and  deed,  I am  quite  naturally 
saddened  by  an  imposed  separation  over  which 
neither  I nor  the  JFMA  has  any  control.  When  remi- 
niscing, I shall  never  forget  my  early  courtship  of  the 
JFMA.  Despite  the  fact  that  my  initial  advances 
were  unsure  and  perhaps  a little  awkward,  I was 
determined  to  win  her  [JFMA]  over.  Thus,  after 
what  seemed  like  an  interminable  period  of  concen- 
trated attentiveness,  I finally  came  to  know  her  true 
nature  and  needs.  For  the  two  of  us,  there  followed  a 
veritable  moment  in  Camelot.  Although  it  is  difficult 
to  describe  such  happenings,  I would  characterize 
my  affair  from  a personal  standpoint  as  one  of  the 
most  interesting,  challenging  and  intellectually 
rewarding  experiences  that  I have  been  privileged  to 
enjoy.  On  parting,  I trust  that  I have  fulfilled  at  least 
some  of  the  hopes  and  expectations  of  the  JFMA. 

The  operation  of  a Journal  involves  numerous, 
complex,  coordinated  and  time-consuming  activities 
on  the  part  of  many  individuals.  In  recognition  of 
the  outstanding  support  afforded  me  as  Editor,  I 
wish  to  document  for  JFMA  archives  the  following 
remarks  I made  in  1983  when  accepting  the  Sandoz 
Award:  The  Award  (for  the  best  State  Medical  Journal) 


is  a reflection  of  not  only  a tremendous  commit- 
ment by  the  FMA  to  produce  a top  quality  Journal, 
but  also  the  dedicated  efforts  of  a collaborative  and 
widely  talented  Editorial  Board  and  Staff.  Moreover, 
it  is  only  fitting  that  I pay  tribute  to  my  editorial 
predecessors  on  whose  accomplishments  we  were 
able  to  build.  Certainly,  any  Editor  realizes  that  a 
Journal  will  never  be  better  than  the  papers  received 
and  processed  by  the  Advisory  Board;  hence,  1 wish 
to  express  my  sincere  appreciation  to  Contributing 
Authors  and  the  members  of  the  Consulting  Editorial 
Staff. 

As  I bid  adieu  to  the  JFMA,  I want  to  thank  FMA 
Presidents  T.  Byron  Thames,  M.D.,  Sanford  A. 
Mullen,  M.D.,  Robert  E.  Windom,  M.D.,  J.  Lee 
Dockery,  M.D.,  and  Frank  C.  Coleman,  M.D.,  for 
the  distinct  honor  and  privilege  of  serving  as  Editor. 
I am  especially  indebted  to  Byron  Thames  who  had 
the  courage  to  give  me  a start.  Finally,  I wish  to 
acknowledge  the  members  of  my  splendid  family 
(Gloria,  Myra,  Daniel  and  Andrew)  without  whose  pa- 
tience and  understanding  I could  not  have  functioned 
as  Editor. 


Daniel  B.  Nunn,  M.D. 

Editor 
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COLEGIO  MEDICO  CUBANO  LIBRE 

The  Cuban  Medical  Association 

Announces  The 

EIGHTH  INTERNATIONAL 
CUBAN  MEDICAL  ASSOCIATION  CONGRESS 

To  Be  Held  At  The  Sheraton  Bal  Harbour  Hotel,  Miami  Beach 

June  30th  - July  6,  1985 

Outstanding  Scientific  Program 

Guest  Faculty  Includes  Prominent  Physicians  From 
The  United  States,  Various  Latin  American  Countries  and  Europe 

The  Congress  Has  Been  Approved  For  50  Hours,  Category  I, 
American  Medical  Association  Recognition  Award, 

50  Mandatory  Hours  From  The  Florida  Medical  Association  And 
50  Prescribed  Hours,  Category  I From 
The  American  Academy  Of  Family  Physicians 

Daily  Scientific  Sessions 

Morning  Hours  — Plenary  Sessions:  8:30  A.M.  to  1:00  P.M. 
Afternoon  Hours  — Different  Specialties:  2:00  P.M.  to  6:00  P.M. 

Registration  Fee 

$200.00  Before  June  14.  Otherwise  $210.00 

A Lively  And  Entertaining  Social  Program  Will  Be  Offered 

And  The 

Post-Congress 

To  Europe  and  The  Middle  East 

Spain  • Israel  • Egypt  • Italy 

July  7 to  July  22 
Additional  Options  To: 

A)  Paris  and  Lourdes;  B)  Palma  de  Mallorca  and  Lisbon 
C)  Venice,  Milan  and  Geneva 

For  information  and  registration  please  write  or  call 

CUBAN  MEDICAL  ASSOCIATION 

213  Aragon  Avenue  - P.O.  Box  141016 
Coral  Gables,  Florida  33134  - Tel:  (305)  446-9902 


BALANCED 

CALCIUM 


Low  incidence  of  side  effects 
CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AF,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-366,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency1 

48%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

riA-RUTaniiiMr 

Gliltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem, 

(dilhazem  HCI) 

30  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM*'  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-. 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


ch2ch2nich3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  ot  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential.  Diltiazem  produces  relaxation 
ot  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  ot  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  ot  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  tp  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  te  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitre  binding  studies  shew 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  ef 
10%  to  20%  of  the  parent  drug  and  is  25%  te  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 
24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  wemen  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug  s benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  e 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre; 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  brat 
dia,  palpitations,  congestive  heart  fa 
syncope. 

Paresthesia,  nervousness,  somnolt 
tremor,  insomnia,  hallucinations,  and  amr 
Constipation,  dyspepsia,  diarrhea,  vom 
mild  elevations  of  alkaline  phosphatase,  ( 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensi 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal’s  angina  experiencing  episodi 
vasospastic  angina  developed  periods  of  transient  asymptoi 
asystole  approximately  five  hours  after  receiving  a single  6 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  E 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  bet 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lilt 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  foie 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagge 
response,  appropriate  supportive  measures  should  be  employ 
addition  to  gastric  lavage. The  following  measures  may  be  consid 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If 
is  no  response  to  vagal  blockade,  admir 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  witf 
diac  pacing. 

Administer  inotropic  agents  (isoproter 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarte 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  < 
clinical  situation  and  the  judgment  and  experience  of  the  tre 
physician. 

The  oral/LDjo's  in  mice  and  rats  range  from  415  to  740  m 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDS 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LI 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kn 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoc 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  ( 

nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  C 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  path 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  ar 
bedtime,  dosage  should  be  increased  gradually  (given  in  di\ 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals 
optimum  resppnse  is  obtained.  Although  individual  patients 
respend  to  any  dosage  level,  the  average  optimum  dosage  r 
appears  to  be  180  to  240  mg/day.There  are  no  available  data  con 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function.  If  the  drug  must  be  used  in  such  patients,  titration  shou 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  a 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  s 
coadministered  with  short-  and  long-acting  nitrates,  but  I 
have  been  no  controlled  studies  to  evaluate  the  antian 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  ( 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  ( 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  or 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  sc 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yi 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  c 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acelate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception. 

In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2 5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  associalion  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen.  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1,  Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4,  Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8.  Benign  or  malignant  liver  tumor  which  developed  during  the  use  ot  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  tamiliar  with  the  following  information  relating  to  these  risks, 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established-  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association.  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  ot  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a mapr  pre- 
disposing condition  to  myocardial  intarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke.  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  "he  risk  of  diseases  of  Ihe  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking. 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately, 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2.  Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions. 

3.  Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives, Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5.  Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Defects  in  Offspring , and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  ot  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out.  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  ot  Ihe  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  ot  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive . 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7.  Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carelully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8.  Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  ot  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

1 1 , Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs. 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size. 

3.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  ot  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued. 

6.  Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency. 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected. 

(a)  Increased  sulfobromophthalem  retention  (b)  Increased  prothrombin  and  factors  VII, 

VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
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Fatal  nonmetastatic  neurological 
complications  of  pulmonary 
carcinoma 


Leon  D.  Prockop,  M.D.  and  Stephen  L.  Buchdolt,  M.D. 


ABSTRACT:  Although  the  nervous  system  (NS) 
complications  of  metastatic  carcinoma  are  common 
and  well  known,  the  less  common  nonmetastatic  or 
remote  effects  also  cause  morbidity  and  mortality. 
We  report  a 60-year-old  man  in  whom  peripheral 
numbness  developed  and  then  progressed  to  poly- 
neuropathy, dementia,  seizures,  myoclonus,  and 
death  within  six  months.  Postmortem  examination 
disclosed  a retrohilar  small  cell  (oat  cell)  lung  car- 
cinoma with  only  limited  local  spread  and  NS  mi- 
croscopic findings  consistent  with  remote  effects  of 
carcinoma. 


T 

-i.he  nervous  system  complications  of  metastatic 
systemic  carcinoma  are  common,  well-known  and 
devastating.  For  example,  5-10%  of  all  patients  with 
melanoma  will  develop  brain  metastases.  As  a fur- 
ther example,  survival  after  diagnosis  of  metastatic 
brain  melanoma  is  limited,  eg,  3-4  months  varying 
with  reported  series.  Similar  and  sometimes  less 
pessimistic  figures  pertain  to  other  forms  of 
systemic  carcinoma.  The  nervous  system  nonme- 
tastatic complications  (remote  effects)  of  systemic 
cancer  are  much  less  common  but  also  provide  seri- 
ous threat  to  the  afflicted  individual's  duration  and 
quality  of  life. 

A 60-year-old  man  with  onset  of  subacute 
disease  in  July  1981  starting  with  peripheral  numb- 
ness and  progressing  to  polyneuropathy,  dementia, 
seizures,  and  myoclonus  expired  in  January  1982. 
Postmortem  examination  disclosed  a retrohilar 
small  cell  (oat  cell)  undifferentiated  lung  carcinoma 
with  only  local  paratracheal  metastases.  There  were 
no  nervous  system  tumor  cells  but  microscopic  find- 
ings were  consistent  with  the  remote  effects  of  car- 
cinoma. 
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Case  report  — In  July  1981  a previously  healthy  60-year- 
old  man  noted  numbness  in  the  hands.  This  progressed  and 
diffuse  weakness  ensued  such  that  he  could  not  walk  unas- 
sisted one  month  later.  A ten  pound  weight  loss  occurred. 
General  physical  examination  in  an  alert  man  without  fa- 
milial or  individual  risk  factors  for  disease  except  a 40 
pack/year  history  of  cigarette  smoking  was  unremarkable. 
Neurological  examination  demonstrated  mild  dementia 
characterized  by  recent  memory  impairment  with  de- 
creased factual  fund  in  the  context  of  his  previous  educa- 
tion and  occupation,  diffuse  mild  weakness  with  hypore- 
flexia  and  a glove  and  stocking  distribution  of  decreased 
perception  of  touch,  vibration,  pin  and  temperature  sensa- 
tions. On  admission  to  hospital,  the  results  of  a CBC  and 
urinalysis,  SMA-16,  and  urine  heavy  metal  screen  were 
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normal,  as  was  chest  x-ray  and  EKG.  Electromyogram 
showed  denervation  potentials.  Nerve  conduction  veloci- 
ties showed  slowing  consistent  with  peripheral  neuropathy, 
nonspecific.  No  etiology  was  apparent.  After  discharge,  a 
left-sided  focal  seizure  occurred  which  subsequently  be- 
came generalized.  On  hospital  readmission  the  chronically 
ill  appearing  man  demonstrated  no  specific  abnormalities 
on  general  physical  examination  except  those  consistent 
with  a history  of  weight  loss,  now  40  pounds.  Neurological 
examination  described  more  severe  dementia,  moderate 
generalized  weakness  and  wasting,  arreflexia,  and  sensory 
impairment  more  profound  than  before.  He  exhibited 
spontaneous  and  almost  continuous  myoclonic  jerks, 
which  disappeared  with  sleep  and  when  they  were  ob- 
scured by  frequent  generalized  tonic-clonic  seizures.  Blood 
and  urine  studies  were  as  previously  perfomed;  now  in- 
cluding thyroid  screen  studies.  Carcinoma  embryonic  anti- 
gens level  was  3.1  ng/ml.  An  EEG  was  markedly  abnormal 
with  generalized  slowing  and  disorganization  consistent 
with  diffuse  encephalopathy  with  evidence  of  right  frontal 
sharp  activity  of  an  epileptiform  nature.  Brain  CT  findings 
were  consistent  with  mild  cortical  atrophy  most  promi- 
nent frontally.  X-rays  of  the  lumbar  spine  and  feet  were 
normal  as  was  an  intravenous  pyelogram.  Chest  x-ray  was 
unremarkable  except  for  left  hilar  prominence.  The  patient 
continued  to  deteriorate  and  became  semicomatose  in 
December,  suffering  continuous  myoclonic  jerks  and  fre- 
quent generalized  seizures.  The  seizures  were  refractory  to 
a variety  of  anticonvulsive  medications  including  pheny- 
toin,  carbamazepine,  valproic  acid,  phenobarbital,  and 
primidone.  The  myoclonic  jerks  were  refractory  to  a variety 
of  other  medications,  including  haldoperidol,  levodopa, 


Fig.  1 — A five  cemtimeter,  tan,  partially  necrotic  mass  was 
found  attached  to  the  external  surface  of  the  trachea  at 
the  bifurcation. 


Fig.  2 — The  mass  was  composed  of  small  hyperchromatic 
round  to  spindle-shaped  cells  with  the  characteristic 
molding  of  small  cell  carcinoma.  (H  & E,  x400). 


diazepam,  and  phenothiazine  derivatives.  Further  labora- 
tory evaluation  directed  toward  disclosing  an  etiology,  in- 
cluding that  of  systemic  carcinoma,  was  again  normal, 
now  including  upper  and  lower  GI  series  and  analysis  of 
cerebral  spinal  fluid  obtained  at  lumbar  puncture.  Chest 
x-rays  again  demonstrated  its  left  hilar  prominence  un- 
changed. Several  EEG  studies  showed  progressive  deterio- 
ration with  absence  of  normal  wave  forms  and  generalized 
slowing  with  intermittent  spike  and  slow  wave  discharge 
as  well  as  prominent  hysarrhythmic  wave  forms.  Despite 
supportive  measures  including  pulmonary  toilet,  bowel 
and  bladder  care,  nasogastrioc  feedings,  and  physical 
therapy,  the  patient  expired  in  January  1982,  seven  months 
after  onset  of  illness. 

At  postmortem  examination  systemic  findings  included: 
muscular  wasting,  bronchopneumonia,  and  organizing 
broncheolitis,  aortic  saccular  aneurysm,  and  congestion  of 
the  liver,  spleen  and  kjdney.  A well-circumscribed  partially 
necrotic  mass  was  found  attached  to  the  external  trachium 
at  the  bifurcation  (Fig.  1).  A 1 cm  firm  well-circumscribed 
mass  was  found  in  the  left  lung  parenchyma  near  the  hilum. 
Both  masses  on  microscopic  examination  were  composed 
of  small,  hyperchromatic,  round  to  spindle-shaped  cells  ar- 
ranged randomly  and  with  characteristic  molding  and  mor- 
phology of  small  cell  (oat  cell)  carcinoma  (Fig.  2).  The  left 
intraparenchymal  mass  was  interpreted  to  be  the  primary. 
Other  than  the  tracheal  mass,  no  metastatic  lesions  were 
found  elsewhere,  including  the  nervous  system.  Grossly, 
the  brain  was  normal.  Microscopic  brain  cortical  vessels 
were  found  cuffed  by  lymphocytes  (Fig.  3).  Except  for  slight 
loss  in  the  hippocampus,  neurons  were  normal.  There  was 
patchy  decrease  of  cellular  Pukinji  cells.  The  spinal  cord 
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Fig.  3 — Microscopic  examination  of  the  brain  showed 
perivascular  cuffing  of  cortical  vessels  by  lymphocytes.  The 
surrounding  neurons  appeared  normal.  (H  & E,  x400). 


Fig.  4 — Microscopic  examination  of  the  posterior  columns 
of  the  spinal  cord  showed  severe  vacuolar  degeneration.  (H 
& E,  X400). 


grossly  showed  the  posterior  columns  to  be  whiter  and 
more  glistening  than  normal.  Microscopically,  the  pos- 
terior columns  showed  severe  vacuolar  degeneration 

(Fig-4). 


Discussion  • This  patient  presented  with  symp- 
toms and  signs  of  peripheral  neuropathy  which  per- 
sisted until  his  death.  Extensive  evaluation 
demonstrated  no  etiology.  Subsequently  he  ex- 
hibited signs  and  symptoms  of  central  nervous 
system  disease  including  dementia,  seizures  and 
myoclonal  jerks  as  well  as  coma.  Further  extensive 
evaluation  of  potential  etiologies  was  unrewarding; 
therefore,  two  diagnoses  came  under  primary  con- 
sideration: a remote  effect  of  carcinoma,  and  Creutz- 
feldt-Jakob  disease  (CJ  disease). 

CJ  disease  is  characterized  by  dementia 
associated  with  various  neurological  manifestations 
including  lower  motor  neurodysfunction,  seizures, 
and  myoclonic  jerks.  The  disease  is  rapidly  progres- 
sive and  usually  fatal  within  months  after  onset,  the 
EEGs  characterized  by  hyparrhythmia  as  seen  in  this 
patient.  Such  findings  are  often  considered  "patho- 
gnomonic of  CJ  disease."  However,  the  diagnosis 


Fig.  5 — Diagramatic  illustration  of  the  nonmetastatic  com- 
plications of  systemic  neoplasia.  For  examples,  neoplasia  of 
lung  (A),  breast  (B),  or  lymphoid  tissues  (C)  may  affect: 
Cerebrum  (1),  cerebellum  (2),  spinal  cord  (3),  peripheral 
nerve  (4),  myo-neural  junction  (5)  or  muscle  (6).  See  Table  1. 

Vol.  72,  No.  5/J,  FLORIDA  M.A./MAY  1985/347 


Table  1.  — 

Paraneoplastic  Syndromes  of  Brain,  Nerve,  and  Muscle. 

Disease 

Associated  Tumors 

Number  With  Tumors 

Encephalomyelitis 

Oat  cell,  lymphoma 

Unknown 

Opsoclonus-myoclonus 

Neuroblastoma 

50% 

Cerebellar  degeneration 

Oat  cell 

Unknown 

Dysautonomia 

Oat  cell 

80% 

Polyneuritis 

Lymphoma 

Most 

Sensory  Neuropathy 

Oat  cell 

5% 

Myasthenia 

Thymoma;  breast 

Most 

Lambert-Eaton  syndrome 

Oat  cell 

30% 

Polymyositis 

Breast;  lung,  ovary 

Most 

Reproduced  with  permission  of  B.  H.  Waksman  and  the  publisher.14 

cannot  be  made  with  certainty  without  postmortem 
examination.  In  CJ  disease,  neuronal  cell  depopula- 
tion with  spongiosis  and  dense  astrocytic  gliosis  of 
the  cerebral  cortex  is  noted,  findings  not  present  in 
this  patient. 

The  postmortem  findings  of  small  cell  car- 
cinoma and  absence  of  metastatic  disease  led  to  the 
diagnosis  of  a nonmetastatic  complication  of  car- 
cinoma. The  microscopic  findings,  particularly  per- 
ivascular lymphocytic  cuffing  in  the  cortex,  cerebel- 
lar Purkinje  cell  dropout,  and  spinal  cord  posterior 
column  degeneration  are  consistent  with,  but  not 
specific  to,  this  disorder. 

Peripheral  neuropathy  and  myopathy  in  pa- 
tients with  lung  carcinoma  was  described  by  Denny- 
Brown  in  1948. 1 In  1951  Brain,  Daniel  and  Greenfield 
described  the  relationship  of  subacute  cortical  cere- 
bellar degeneration  and  carcinoma.2  These  neuro- 
muscular disorders  were  not  due  to  metastatic 
disease.  Charatan  and  Brierley  reported  the  associa- 
tion of  mental  disorder  with  lung  carcinoma  in 
19563  and  in  1958  Astrom,  Mancall  and  Richardson 
described  a new  demyelating  syndrome  (multifocal 
leukoencephalopathy)  associated  with  malignant 
lymphoid  tissue  neoplasia.4  The  relationship  be- 
tween dermatomyositis  and  malignant  tumors  was 
defined  by  Dostrovsky  and  Sagher  in  1946. 5 Subse- 
quently it  has  been  increasingly  recognized  that 
neuromuscular  disorders  may  be  the  presenting  and 
dominating  clinical  aspect  of  patients  with  tumor 
without  nervous  system  metastases.610  The  para- 
neoplastic syndromes  of  brain,  nerve  and  muscle  are 
summarized  in  Table  1.  Spectrum  of  nonmetastatic 
complication  of  malignancy  are  diagramatically 
illustrated  in  Figure  5. 

Although  the  pathogenesis  of  the  syndromes  is 
not  understood,  an  immunological  one  may  be  pre- 
sent.11'14 Evidence  for  this  hypothesis  includes  doc- 
umentation of  antibodies  to  cerebellar  Purkinje  cells 
in  patients  with  paraneoplastic  cerebellar  degener- 
ation and  ovarian  carcinoma12  and  sural  nerve  im- 
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mune  deposits  in  polyneuropathy  as  a remote  effect 
of  carcinoma.13 

In  the  case  reported  here,  pulmonary  carcinoma 
was  not  recognized  during  life.  In  retrospect  the 
prominence  of  hilar  structures  as  noted  by  x-ray 
could  have  prompted  further  investigation,  eg,  CT 
of  the  chest.  Although  the  tumor's  location  may 
have  prevented  surgical  removal,  radiation  therapy 
and  chemotherapy  may  have  provided  amelioration 
and  perhaps  some  reversal  of  the  neurological  syn- 
drome. In  this  circumstance,  there  was  an  unusual 
coexistence  of  several  nervous  system  nonmetasta- 
tic complications  of  carcinoma,  ie,  involvement  of 
the  cerebrum,  cerebellum,  spinal  cord,  and  peripheral 
nerves. 

Clinical  awareness  of  the  paraneoplastic  com- 
plications of  systemic  carcinoma  is  important  be- 
cause no  definitive  diagnostic  laboratory  data  may 
be  available  and  treatment  of  the  primary  disease 
may  ameliorate  the  nervous  system  complications, 
thereby  improving  the  patient's  quality  of  life. 
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Children's  Medical  Services: 
Florida's  expanded  Crippled 
Children's  Program  from  the 
1920s  to  the  1980s 
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ABSTRACT:  In  1982,  more  than  56,000  of  Florida’s 
children  and  adolescents  were  provided  with 
medical  services  under  the  sponsorship  of  the  State 
of  Florida’s  Department  of  Health  and  Rehabilitative 
Services  Children’s  Medical  Services  Program.  From 
its  humble  beginnings  in  1929  as  a program  for 
children  with  primarily  orthopedic  problems,  it  has 
expanded  to  a 66.5  million  dollar  program  serving 
children  with  all  medical  conditions  which  interfere 
with  their  normal  growth  and  development.  This 
paper  describers  the  efforts  of  the  many  physicians 
and  lay  persons  who  helped  to  develop  what  some 
have  called  the  model  program  in  the  United  States 
for  the  care  of  children  with  chronic  diseases. 
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In  his  1980  monograph  "The  Crippled  Children's 
Services/'  Henry  Ireys  said,  "In  most  every  state, 
the  Crippled  Children's  Services  program  is  strug- 
gling; economic  realities  are  forcing  programs  to 
curtail  services;  competition  in  the  state  political 
hierarchy  is  fierce;  medical  care  costs  continue  to 
rise  rapidly;  and  old  alliances  hobble  innovations."1 

Florida's  crippled  children's  program,  Children's 
Medical  Services,  is  an  exception.  Although  eco- 
nomic cutbacks  have  forced  many  programs  to  cur- 
tail services  in  Florida,  Children's  Medical  Services 
(CMS)  has  continued  to  get  increased  funding  despite 
decreasing  federal  support  of  such  programs.  State 
legislative  support  has  actually  continued  to  rise 
over  the  years. 

Why  is  Florida's  experience  so  different  from 
the  rest  of  the  programs  in  the  country?  Ireys1  states 
that  a crippled  children's  agency  must  have  a good 
administrative  location  in  the  state  government  in 
order  to  achieve  program  visibility  to  the  governor 
and  the  legislature. 

This  line  of  reasoning  motivated  several  Florida 
physicians  concerned  about  the  welfare  of  chron- 
ically ill  children  to  seek  a political  solution  to  this 
problem.  These  physicians,  mostly  through  the 
efforts  of  the  Florida  Pediatric  Society  and  Florida 
Chapter  of  the  American  Academy  of  Pediatrics, 
realized  that  they  had  some  legislative  voice  after 
successfully  lobbying  for  a neonatal  insurance  bill 
that  passed  in  1971.  They  then  launched  a campaign 
to  raise  the  Bureau  of  Crippled  Children's  adminis- 
trative status  to  a Division  of  Children's  Medical 
Services.  Legislation  failed  passage  the  first  time 
around  but  did  get  passed  in  the  1973  session. 


Division  of  Children's  Medical  Services  • In  1973, 
when  the  legislature  amended  the  Florida  Statutes 
to  establish  two  new  divisions  within  the  Depart- 
ment of  Health  and  Rehabilitative  Services  (HRS), 
the  Division  of  Children's  Medical  Services  (CMS) 
and  Division  of  Aging  and  Adult  Services  were 
created.  As  a result,  the  Bureau  of  Crippled  Children 
underwent  a name  change  and  was  elevated  from 
Bureau  status  within  the  Division  of  Vocational 
Rehabilitation  to  an  administrative  status  equivalent 
to  that  of  other  divisions  in  HRS. 

This  gave  the  crippled  children's  program  more 
visibility  when  the  legislature  deliberated  on  its 
budget.  With  increased  visibility  came  increased 
funding  and  expansion  of  the  program  for  indigent, 
chronically  ill  children.  For  example,  between  1972 
and  1982,  the  budget  rose  from  $7.72  million,  serving 
22,000  patients,  to  $61.49  million,  serving  45,000 
patients.  Strong  governmental  liaison  with  members 
of  the  Florida  Pediatric  Society  and  other  physicians 
has  resulted  in  one  of  the  best  state-supported  health 
programs  for  chronically  ill  children  and  youth  in  the 
United  States. 


The  early  years:  Florida  Crippled  Children's  Com- 
mission • The  earliest  efforts  to  create  a statewide 
program  for  crippled  children  in  Florida  were  made 
in  1906  when  a law  was  enacted  to  establish  a cen- 
tralized program  that  would  provide  medical  care.  It 
failed  to  materialize.  In  1911,  another  attempt  was 
made.  The  law  was  changed  to  establish  a decen- 
tralized program  to  be  administered  by  the  State 
Board  of  Health,  but  a sharp  cut  in  appropriations  in 
1921  curtailed  the  Board's  activities.  Again  the 
special  program  for  crippled  children  fell  by  the  way- 
side. 

By  1928  interest  in  the  welfare  of  crippled  chil- 
dren had  grown.  A statewide  survey  determined  how 
many  crippled  children  resided  in  Florida  and  what 
their  needs  were.  Members  of  the  Florida  American 
Legion  organized  and  conducted  the  survey  assisted 
by  the  Rotary  and  Kiwanis  clubs,  women's  clubs, 
and  other  organizations.  The  survey  reported  700 
crippled  and  309  blind  children.  In  response  to  this 
survey,  the  1929  legislature  enacted  the  law  estab- 
lishing the  Florida  Crippled  Children's  Commission 
(FCCC). 

The  FCCC  program,  established  by  Statute  391, 
was  decentralized,  providing  services  previously  of- 
fered by  the  State  Board  of  Health.  It  had  five 
members  appointed  by  Governor  Doyle  E.  Carlton 
and  charged  with  ensuring  that  "every  indigent  or 
partially  indigent  child  in  Florida  might  have  promptly 
and  efficiently  the  best  surgical  and  medical  care 
available  in  the  State."  The  legislative  act  gave  the 
commission  power  to  designate  hospitals,  clinics, 
and  other  medical  centers  as  service  providers.  It 


would  pay  the  medical  expenses  of  eligible  children, 
and  employ  physicians,  nurses,  and  other  profes- 
sional staff. 

Florida  Statute  391  defined  a crippled  child  as 
any  person  of  normal  mentality  under  age  17  whose 
physical  functions  or  movements  have  been  impaired 
by  accident,  disease,  or  congenital  deformity.  Indi- 
gency was  to  be  determined  and  certified  by  the 
juvenile  courts  or  the  county  judges. 

Three  orthopedic  surgeons  provided  medical 
leadership  and  supervised  care  delivery  to  the  chil- 
dren in  three  districts:  F.L.  Fort,  M.D.,  North  Florida,- 
Prescott  Le  Breton,  M.D.,  Central  Florida,  and  A.H. 
Weiland,  M.D.,  South  Florida.  The  State  Board  of 
Health  and  the  FCCC  established  a cooperative  pro- 
gram in  which  the  Board  provided  office  space  and 
clerical  assistance  for  the  surgeons  and  the  FCCC 
transferred  funds  to  the  Board  for  matching  purposes. 

In  1930  the  FCCC  began  to  establish  clinics  and 
enter  into  contracts  with  hospitals.  By  1931  medical 
centers  were  designated  throughout  the  state,  guided 
by  recommendations  of  the  American  College  of 
Surgeons,  American  Hospital  Association,  and  State 
Board  of  Health. 

Initially  the  FCCC  program  was  concerned  sole- 
ly with  orthopedic  problems.  Poliomyelitis  victims 
were  the  first  main  source  of  patient  supply  and  all 
services  were  provided  by  orthopedic  surgeons.  In 
1931,  the  first  year  of  operation,  937  patients  received 
medical  services.  The  biennial  appropriation  for 
1931-1932  was  $50,000. 

Title  V of  the  Social  Security  Act  • In  1935  the 
U.S.  government  enacted  Title  V of  the  Social  Secu- 
rity Act  adding  federal  financial  support  to  the  FCCC 
program.  This  enabled  the  Commission  to  extend 
its  program  to  children  with  cleft  lip  and  cleft  palate 
deformities.  These  children  required  the  expertise  of 
plastic  surgeons  and  the  Commission  paid  them  on 
a fee-for-service  basis. 

As  the  years  passed  and  Florida's  population 
grew,  more  service  districts  were  established.  In 
1939,  the  Commission  created  five  districts,  in  St. 
Petersburg,  Jacksonville,  Pensacola,  Orlando,  and 
Miami.  Each  district  was  headed  by  an  orthopedic 
surgeon,  orthopedic  field  nurse,  physiotherapist, 
and  a secretary.  During  World  War  II,  although  the 
shortage  of  personnel  put  a strain  on  all  services  and 
staff,  the  Commission  continued  providing  unabated 
care  to  Florida's  crippled  children. 

In  1947  the  state  legislature  redefined  crippled 
child  as  "any  person  of  a normal  mentality  under 
the  age  of  21  years  whose  physical  function  or  move- 
ments have  been  impaired  by  accident,  disease,  or 
congenital  deformity  regardless  of  whether  or  not 
such  impaired  physical  functions  or  movements  are 
due  to  a orthopedic  condition;  it  shall  include  chil- 
dren suffering  from  any  disease  or  condition  which 
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is  likely  to  result  in  a crippled  condition."  At  this 
time  federal  funding  increased  allowing  expansion 
of  the  FCCC  program  to  include  children  crippled  by 
a variety  of  conditions  besides  orthopedic  problems. 

Postwar  years  • To  allow  children  to  benefit  both 
medically  and  educationally  from  state  agencies, 
Florida's  Division  of  Vocational  Rehabilitation  joined 
the  FCCC  in  a cooperative  agreement  in  1947.  How- 
ever, in  1948,  despite  increasesd  demands,  the  FCCC 
program  had  to  cut  services  due  to  insufficient  funds. 
The  Florida  Association  for  Crippled  Children  and 
Adults  offered  to  serve  as  liaison  between  the  FCCC 
and  the  community  to  find  some  way  to  provide  care 
to  the  growing  number  of  children. 

In  October  1948,  the  Nemours  Foundation,  a 
private  nonprofit  agency,  started  a program  of  direct 
aid  to  cirppled  children  in  Florida.  It  gave  invaluable 
assistance  to  the  FCCC  for  12  years,  during  a period 
when  state  and  federal  funds  could  not  meet  all  the 
medical  needs  of  crippled  children.  In  addition  the 
Foundation  made  it  possible  for  children  with  certain 
types  of  deformities  to  receive  hospital  and  surgical 
care  at  the  Alfred  I.  Dupont  Institute  in  Wilmington, 
Delaware,  at  no  cost  to  the  Commission. 

In  the  next  two  to  three  years,  the  FCCC  made 
additional  cooperative  arrangements  with  private 
nonprofit  agencies  to  ensure  better  care  for  crippled 
children.  In  1951  the  Nemours  Foundation  sponsored 
a conference  taht  helped  launch  a multidisciplinary 
approach  to  the  care  of  children  with  cleft  lip  and 
cleft  palate.  That  same  year  the  FCCC  drew  up  an 
agreement  with  the  National  Foundation  for  Infantile 
Paralysis  whereby  it  paid  for  medical  services  for 
children  with  post-polio  disabilities  while  the  Na- 
tional Foundation  provided  braces  and  other  appli- 
ances. Unfortunately  this  agreement  ended  in  1953. 
In  addition  the  FCCC  established  cooperative  pro- 
grams with  the  United  Cerebral  Palsy  Association  to 
care  for  children  with  cerebral  palsy  in  some  district 
medical  centers. 

In  1953  crippled  children's  eligibility  ceased  to 
be  a court  function;  the  FCCC  empowered  the  State 
Director  of  Services  to  make  this  determination.  Also 
in  1953,  the  FCCC  established  a program  of  services 
for  children  with  operable  heart  diseases  with  the 
help  of  the  Children's  Bureau,  Florida  Heart  Associ- 
ation, and  Florida  State  Board  of  Health.  The  FCCC 
formed  a Cardiac  Advisory  Committee  to  oversee  the 
heart  program  and  establish  its  standards  and  regula- 
tions. 

To  reduce  hospital  costs  and  yet  provide  the  best 
care  for  greater  numbers  of  children,  the  FCCC 
created  a foster  home  program  in  cooperation  with 
the  Children  Services  Bureau  of  the  Florida  Depart- 
ment of  Welfare.  The  program  served  FCCC-spon- 
sored  children  who  lived  far  from  district  centers 
and  whose  parents  could  not  care  for  them  at  home. 
352/J.  FLORIDA  M.A./MAY  1985A/OI.  72,  No.  5 


In  the  late  1950s,  the  FCCC  made  cooperative  ar- 
rangements with  the  newly  opened  College  of  Medi- 
cine of  the  University  of  Florida  and  the  University 
of  Miami  School  of  Medicine  to  start  centers  for 
children  with  cardiovascular  disorders. 

By  the  early  1960s,  11  service  districts  had  been 
established  with  new  ones  in  Tallahassee,  Sarasota, 
West  Palm  Beach,  Gainesville,  Lakeland,  Tampa, 
and  a subdistrict  in  Panama  City.  The  rapid  growth 
reflectd  increasing  needs  during  a period  of  sharp  rise 
of  the  state's  population.  At  this  same  time  the  term 
"normal  mentality"  was  deleted  from  the  definition 
of  a crippled  child  and  the  FCCC  signed  a statement 
of  compliance  with  the  Civil  Rights  Act  of  1964. 
These  actions  were  a part  of  the  changing  perspec- 
tives of  American  society  during  the  1960s. 


Bureau  of  Crippled  Children  (BCC)  • In  1969,  the 
Florida  legislature  enacted  legislation  placing  health 
and  rehabilitative  agencies  within  the  same  depart- 
ment. Thus,  health  and  rehabilitative  agencies  were 
placed  in  the  new  Department  of  Health  and  Reha- 
bilitative Services. 

With  reorganization  the  FCCC  Policy  Board 
became  the  Statutory  Advisory  Council  which 
created  a meeting  policy  whereby  the  Council  met 
in  each  of  the  districts  successively.  In  this  way  the 
staff  of  each  district  could  bring  problems  for  consid- 
eration and  the  Council  would  stay  informed  of  all 
the  districts'  operations.  In  addition  District  Medical 
Advisory  Committees  were  formed  to  consider  local 
programs,  present  ideas  for  solution  of  problems, 
and  give  the  local  program  direction.  In  1969  the 
Bureau  served  13,670  patients  with  a budget  of 
$3.28  million. 

In  1970  special  referral  districts  were  set  up  at 
the  University  of  Florida  and  University  of  Miami  to 
handle  patients  from  other  districts.  The  next  two 
years  saw  BCC  services  extended  to  include  an  oph- 
thalmology program,  neonatal  program,  diabetes 
camp  program,  pilot  study  for  leukemia  patients, 
and  cystic  fibrosis  clinics  in  Orlando,  St.  Petersburg, 
Pensacola,  and  Gainesville.  Also,  it  created  policies 
providing  services  to  BCC-eligible  patients  who 
were  clients  of  Division  of  Vocational  Rehabilitation 
as  well  as  residents  of  Florida's  School  for  the  Deaf 
and  Blind.  Shortly  thereafter  another  district  was  set 
up  at  the  University  of  Miami  while  subdistricts 
were  established  at  Daytona  Beach  and  Fort  Myers. 

Division  of  Children's  Medical  Services  • In  1973 
the  Florida  legislature  elevated  the  Bureau  of  Crip- 
pled Children  to  the  status  of  the  Division  of  Chil- 
dren's Medical  Services.  The  Statutory  Advisory 
Council  continued  to  advise  the  Director  of  the 
Division. 


In  1974  Secretary  O.J.  Keller  in  an  administrative 
order  prompted  by  a lawsuit  against  the  state  on 
behalf  of  children  with  hemophilia  stated  that  CMS 
must  have  a uniform  program.  It  must  accept  every 
financially  eligible  child  with  a chronic  disease  re- 
gardless of  the  cost  of  care  but  within  the  fiscal  limi- 
tations of  the  Division.  In  1974  the  Division  Direc- 
tor, Gerold  L.  Schiebler,  M.D.,  suggested  that  the 
Division  try  to  begin  a grant-in-aid  program  to  un- 
derwrite the  costs  of  some  neonatal  intensive  care 
units  (NICUs).  These  monies  would  be  granted  to 
designated  hospitals  for  one  year  with  the  under- 
standing that  CMS  children  would  receive  services 
free.  Also  in  1974  the  Florida  legislature  appropriated 
funds  for  CMS  to  establish  five  regional  Neonatal 
Intensive  Care  Centers. 

During  this  periodd  of  growth  and  change,  Dr. 
Schiebler  took  a leave  of  absence  as  Chairman  of  the 
Department  of  Pediatrics  at  the  University  of  Florida 
to  become  CMS  Director  in  1974-1975.  He  had  the 
support  of  CMS's  District  Medical  Directors,  pedia- 
tricians, other  physicians  and  surgeons  for  children, 
and  the  Secretary  of  HRS.  As  a result  new  programs 
were  established  and  legislative  support  was  gar- 
nered. As  advocates  for  children's  health  programs, 
they  agreed  that  the  early  intervention  and  rehabil- 
itation of  children  with  chronic  disorders  allow 
children  to  return  to  the  mainstream  of  life;  thus 
preventing  development  of  invalidism  and  continued 
dependency.  By  investing  tax  dollars  in  rehabilitating 
chronically  ill  children,  the  state  would  save  money 
by  not  being  burdened  with  their  care  as  disabled 
adults. 

Legislation  for  new  program  • The  legislature  was 
convinced  of  the  validity  of  these  arguments.  In 
1974  two  new  programs  were  established  as  grants- 
in-aid,  the  Regional  Neonatal  Program  and  the  State- 
wide Renal  Program,  both  aimed  at  preventing  long- 
term disability.  The  neonatal  program's  objective 
was  preventing  developmental  disability  and  neurol- 
ogical impairment.  The  renal  program's  goal  was 
preventing  end-stage  renal  disease.  These  programs 
and  others  were  established,  proved  themselves  ef- 
fective, and  were  recognized  and  applauded  by  the 
public  and  the  legislature. 

The  1974  legislature  included  in  its  appropria- 
tions a grant-in-aid  for  a statewide  renal  program. 
All  patients  being  screened  for  CMS  services  were  to 
be  screened  for  chronic  or  recurrent  renal  disease. 
Also  two  centers  were  to  be  developed,  one  at  the 
University  of  Miami  Medical  Center  and  the  other 
at  the  University  of  Florida  Health  Center. 

In  1976  the  legislature  passed  a statute  (Section 
383.15-21)  to  get  a neonatal  program  formally  on  its 
way.  In  1977  this  statute  was  amended  to  include 
"high  risk"  pregant  women  and  to  mandate  the  for- 
mation of  ten  regional  centers.  Now  called  the  Peri- 


natal Intensive  Care  Program,  the  program  had 
centers  termed  Perinatal  Intensive  Care  Centers. 
The  Florida  Perinatal  Program  goals  resembled  those 
of  the  National  Perinatal  Task  Force:  "the  intense 
survival  of  all  infants  by  means  of  a regional  perinatal 
intensive  care  system." 

The  Division  acted  as  the  focus  for  establish- 
ment of  the  Rheumatic  Fever  and  Rheumatic  Heart 
Disease  Task  Force.  This  represented  a cooperative 
effort  of  HRS,  Florida  Health  Association,  and  Florida 
Medical  Association  to  coordinate  the  Rheumatic 
Fever  and  Rheumatic  Heart  Disease  Program  and 
computerize  its  data  for  the  state. 


Rapid  expansion  of  services  • In  1975  CMS  signed 
an  agreement  with  the  Division  of  Vocational  Reha- 
bilitation (DVR)  that  shared  responsibility  for  youths 
16-21  years  old.  It  also  facilitated  transfer  care  of 
CMS  patients  with  chronic  problems  to  DVR,  the 
agency  that  provides  rehabilitation  care  for  adults 
with  chronic  illnesses  so  that  they  may  become 
gainfully  employed. 

Over  the  next  few  years  the  Division  and  its 
successor,  the  CMS  Program  Office  of  the  reorgan- 
ized Department  of  Health  and  Rehabilitative  Ser- 
vices, developed  regional  programs  for  children  with 
diabetes  and  genetic  disorders  as  well  as  special  pro- 
grams in  hematology/oncology,  neurology/neuro- 
surgery, spina  bifida,  complex  neonatal  surgery, 
pulmonary  disease,  speech  and  hearing  problems, 
spinal  cord  injuries,  and  impaired  vision  (Table  1). 
The  well-established  cardiac  and  orthopedic  pro- 
grams continued.  The  expansion  of  these  programs 
resulted  from  increased  funding  by  the  legislature. 
The  1983  fiscal  year  budget  appropriated  $61.49 
million  for  this  purpose. 

In  the  decade  1972-1982,  the  number  of  children 
served  by  CMS  doubled  (Fig.  1).  This  same  period 
witnessed  a tenfold  increase  in  legislative  appropria- 
tion for  CMS  programs,  despite  plateauing  and  even- 
tually decreasing  federal  funding  (Fig.  2,  Table  2). 
This  increase  was  high  relative  to  the  increase  in  the 
state  population,  which  grew  from  6.79  million  in 
1970  to  9.74  million  in  1980.  It  is  also  interesting  to 
note  that  while  Florida  experienced  a 43.4%  increase 
in  population,  this  included  a major  increase  (70%) 
in  the  number  of  citizens  65  years  and  older.  One 
must  infer  that  the  strong  funding  support  for  CMS 
programs  did  not  reflect  just  a rising  number  of  chil- 
dren needing  to  be  served.  It  was  the  legislature's 
response  to  the  quality  and  quantity  of  services 
rendered  by  CMS  to  the  indigent  children  of  Florida. 

Most  CMS  patients  are  now  seen  in  multidisci- 
plinary clinics  (Table  3).  Such  arrangements  provide 
them  with  comprehensive  care  and  give  access  to 
the  most  qualified  professional  expertise  available  in 
each  service  delivery  area.  Over  the  years  CMS  has 
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Table  1.  — Children  s Medical  Services  Special  Patient  Programs,  Contracted  Special  Programs,  and  Miscellaneous 
Programs. 

SPECIAL  PATIENT  PROGRAMS 

CONTRACTED  SPECIAL  PROGRAMS 

MISCELLANEOUS  PROGRAMS 

Pediatric  (general) 

Child  protection  (teams) 

General  pediatric  surgery 

Cardiology 

Diabetes 

Endocrinology 

Hematology/oncology 

Genetics 

Immunology 

Neurology/neurosurgery 

Infant  metabolic  screening  and 
hearing  screening 

Chronic  infectious  diseases 

Newborn  spina  bifida 

Renal 

Gastroenteroldgy 

Complex  neonatal  surgery 

Rheumatic  fever/rheumatic  heart 
disease 

Pediatric  urology 

Orthopedics 

Perinatal 

Sudden  infant  death  syndrome 

Pulmonary  disease 

Fetal  alcohol  syndrome 

Speech  and  hearing 

Sickle  cell  screening 

Vision 

acquired  the  reputation  of  giving  outstanding  health 
care  to  indigent,  chronically  ill  children  — care  equal 
if  not  superior  to  that  provided  affluent  patients. 

Administrative  structure  of  CMS  • An  additional 
factor  in  the  success  of  CMS  is  its  unique  mode  of 
administration  in  which  the  private  sector  and  state 
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Fig.  1 — Number  of  patients  sponsored  by  Children  s 
Medical  Services  in  its  first  decade,  1973  through  1982. 


government  play  closely  integrated  roles.  CMS  has 
18  service  delivery  offices  located  in  the  11  adminis- 
trative districts  of  HRS. 

Each  service  delivery  office  is  administered  by  a 
physician  Medical  Director  who  is  contracted  by 
HRS  to  supervise  a local  CMS  program.  Each  HRS 
district  also  has  a CMS  Program  Supervisor  who  is 


LEGISLATIVE  APPROPRIATION  FOR  BCC/CMS 


— Total  BCC/CMS  Budget 


FISCAL  YEAR 


Fig.  2 — State  legislative  appropriation  to  the  Bureau 
of  Crippled  Children/Children’s  Medical  Services,  1972- 
1983. 
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Table  2.  — Florida  Legislative  Appropriation  for  the  Bureau  of  Crippled  Children  and  Children's  Medical  Services, 


1972-1983. 

Neonatal/ 

Full-Time 

FY 

Total 

Perinatal 

Federal* 

Positions 

Millions  of  dollars 

1972 

6.80 

_ 

1.11 

95 

1973 

7.25 

- 

1.49 

117 

1974 

10.70 

_ 

1.67 

192 

1975“ 

14.74 

1.50 

2.94 

225 

1976 

14.02 

1.67 

3.11 

227 

1977 

15.03 

2.36 

3.24 

186 

1978 

18.97 

4.38 

4.05 

207 

1979 

23.44 

5.28 

4.81 

224 

1980 

31.49 

7.40 

6.46 

249 

1981 

35.63 

8.84 

6.65 

257 

1982 

50.99 

17.06 

6.95 

293 

1983 

66.50 

24.50 

5.73 

388t 

‘Title  V and  Title  XX  S.S.  funds. 

“Until  1975  it  was  the  Bureau  of  Crippled  Children;  in  1975  it  became  the  Children's  Medical  Services, 
includes  24  REACH  Project  positions. 


one  of  the  Medical  Directors  and  who  is  responsible 
to  the  HRS  District  Administrator  for  supervising  all 
CMS  employees  and  programs  for  the  district.  The 
CMS  Program  Supervisor/Medical  Director  is  the 
only  part-time  state  employee  responsible  for  full- 
time employees.  This  unique  relationship  between 
physicians  in  private  practice  and  government  has 
worked  exceptionally  well  over  the  years;  indeed, 
success  of  the  CMS  program  has  often  been  attri- 
buted to  this  association.  Each  district  has  cadre  of 
nurses  working  under  a Nursing  Director;  with  their 
clerical  support  this  staff  comprises  most  of  the  full- 
time employees. 

The  District  Medical  Directors  (DMDs)  are 
physicians,  either  pediatricians,  orthopedists,  or 
surgeons,  whose  primary  professional  interests  are 
the  care  of  children.  They  are  permanent  residents 
of  the  local  communities  in  which  they  practice. 
The  DMD  selects  community  physicians  and  sur- 
geons, dentists,  and  health-related  professionals 
whose  consulting  services  are  purchased  for  the  care 
of  patients.  These  consultants  are  chosen  using 
standardized  criteria  from  the  official  rules  and 
regulations  of  CMS.  Most  physicians  who  qualify 
have  been  certified  by  their  respective  specialty  and 
subspecialty  boards. 

Table  3.  — Patient  Distribution  1981-1982. 

Total  unduplicated* 

40,651 

Program  Category 

Cardiac 

4,356 

Child  abuse  (not  child  protection  team) 

13 

Cystic  fibrosis/pulmonary 

285 

Diabetes 

378 

Genetics 

508 

Hematology/oncology 

842 

Neurology 

3,891 

Orthopedics 

10,365 

Pediatric  (general) 

20,051 

Perinatal 

3,046 

Renal 

1,941 

Speech/hearing 

4,639 

Vision 

4,143 

Total** 

54,458 

‘Total  unduplicated  represents  the  total  number  of  patients  seen. 

* ‘Total  represents  numbers  of  conditions  seen  in  some  cases,  children  had  more  than  one  condition. 
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The  State  Director  is  responsible  to  the  Assis- 
tant Secretary  for  Program  and  Planning  of  HRS.  The 
present  Director  is  a pediatrician  who  has  been  in 
private  practice  for  many  years  in  Florida.  Having 
been  a consultant,  he  understands  the  unique  rela- 
tionship between  government  and  the  private  sector 
that  has  allowed  successful  functioning  of  the  CMS 
program.  He  oversees  program  planning  and  devel- 
opment and  maintains  statewide  standards  for  care 
through  periodic  monitoring  of  district  activities. 
He  receives  advice  on  each  statewide  program  from 
advisory  committees  which  also  provide  standards 
of  care  in  special  program  areas  and  promote  estab- 
lishment of  multidisciplinary  comprehensive  care 
programs. 

Each  DMD  shapes  the  program  in  his  service 
delivery  area  using  the  best  clinical  resources  avail- 
able. When  resources  for  a particular  patient  are  not 
available,  the  child  is  referred  to  a statewide  center. 
This  local  direction  along  with  statewide  supervision 
by  the  Director  has  proved  effective. 
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The  persistent  hypoglossal  artery 
in  ischemic  intracranial  cerebral 
vascular  disease 


Bruce  A.  Rodan,  M.D.;  Dennis  R.S.  Osborne,  M.D.  and  William  J.  Bean,  M.D. 


ABSTRACT:  Two  cases  of  persistent  hypoglossal 
artery  associated  with  intracranial  cerebral  vascular 
disease  are  presented.  The  first  patient  presented 
with  TIA’s  and  in  order  to  safely  perform  an  endar- 
terectomy a bypass  shunt  was  needed  to  maintained 
blood  flow  to  the  posterior  circulation  supplied  only 
by  this  anamolous  vessel.  The  second  patient  had  a 
cerebral  vascular  accident,  whose  recovery  was  pro- 
moted by  the  presence  of  collateral  circulation 
through  the  persistent  hypoglossal  artery.  The  per- 
sistent hypoglossal  artery  is  a developmental  ana- 
moly  which  becomes  clinically  significant  only 
when  it  is  associated  with  occlusive  cerebral 
vascular  disease  or  some  other  life  threatening 
vascular  abnormality. 
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T 

-L  he  primitive  hypoglossal  artery  exists  for  ap- 
proximately seven  days  as  an  anastomosis  between 
the  formative  elements  of  the  basilar  and  carotid  cir- 
culations in  the  4 mm  human  embryo.  With  a per- 
sistent hypoglossal  artery,  the  vertebral  artery  tends 
to  be  hypoplastic  and  the  basilar  artery  receives 
blood  almost  exclusively  from  the  anomalous  vessel 
and,  thus,  from  the  carotid  artery.  The  importance  of 
this  combination  of  lesions  is  evident  considering 
the  anatomic  consequences.  Under  these  circum- 
stances, the  blood  supply  to  the  upper  brain  stem, 
cerebellum  and  ipsilateral  hemisphere  comes  from  a 
single  vessel.  The  associated  absence  of  the 
posterior  communicating  artery  further  reduces 
potential  collateral  pathways. 

We  present  two  cases  where  the  persistent 
hypoglossal  artery  is  associated  with  internal  carotid 
artery  disease,  one  a small  atherosclerotic  plaque  and 
the  other  a complete  occlusion. 

Report  of  Cases  • Case  1.  — A 41-year-old  right- 
handed  woman  presented  with  recent  history  of  transient 
ischemic  attack.  She  was  in  excellent  health  until  three 
weeks  prior  to  admission  when  she  noted  weakness  in  her 
right  arm  and  leg  after  playing  tennis.  This  lasted  overnight 
with  complete  resolution.  Past  medical  history  was 
remarkable  only  for  heavy  smoking.  The  neurologic  and 
general  physical  examination  was  within  normal  limits.  No 
bruits  were  detected.  Doppler  examination  revealed  mild 
turbulence  in  the  left  internal  carotid  artery.  Carotid 
arteriography  revealed  a 2 mm  plaque  at  the  origin  of  the  left 
internal  carotid  artery.  A persistent  hypoglossal  artery  on 
the  left  was  also  present  supplying  the  entire  basilar  cir- 
culation (Fig.  1).  Both  vertebral  arteries  and  posterior  com- 
municating arteries  were  atretic.  The  patient  underwent  an 
endarterectomy  with  a bypass  shunt  placed  across  the  bifur- 
cation area  in  order  to  prevent  posterior  circulation 
ischemia.  EEG  monitoring  performed  throughout  showed 
no  change  in  her  normal  pattern.  The  postoperative  course 
was  uneventful  and  she  has  had  no  further  symptoms  in 
the  year  since  surgery. 
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Fig.  1 — Selective  left  common  carotid  arteriogram  reveals 
a persistent  hypoglossal  artery  and  a 2 mm  atherosclerotic 
plaque  at  the  origin  of  the  internal  carotid  artery,  (case  1). 


f 


Fig.  2 — Right  common  carotid  arteriogram  (lateral  projec- 
tion), (case  2).  The  right  internal  carotid  artery  is  occluded  at 
its  origin,  ethmoidal  collaterals  (single  arrow)  allow  some 
forward  flow  in  the  right  internal  carotid  artery  (double 

arrows). 

Case  2.  — A 56-year-old  man  presented  with  left 
hemiparesis  of  acute  onset  which  partially  resolved  over 
two  weeks.  The  patient  subsequently  had  residual  weakness 
in  his  left  arm  and  an  expressive  aphasia.  There  was  no 
evidence  of  previous  vascular  disease  and  no  relevant  past 
history.  No  vascular  bruits  were  detected.  Carotid  and 
vertebral  arteriography  demonstrated  that  the  right  inter- 
nal carotid  artery  was  completely  occluded  at  its  origin 
(Fig.  2).  A persistent  right  hypoglossal  artery  (Fig.  3 a,b| 
was  responsible  for  continued  but  reduced  perfusion  of  the 
right  internal  carotid  artery  territory  intracranially.  A 
small  intracranial  collateral  contribution  was  present  from 


Fig.  3 — Left  vertebral  arteriogram,  (a)  Anteroposterior  projection.  Retrograde  filling  of  right  vertebral,  persistent  right 
hypoglossal  artery  (arrow)  and  right  internal  carotid  artery  (double  arrows),  (b)  Lateral  projection.  The  persistent  hypo- 
glossal (arrow)  and  right  internal  carotid  artery  (double  arrows)  are  well  demonstrated. 
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ethmoidal  branches  of  the  right  external  carotid  artery.  The 
proximal  right  vertebral  artery  was  hypoplastic  and  unable  to 
be  catheterized.  Conservative  therapy  was  instituted. 

Discussion  • In  the  human  embryo  there  are 
several  communicating  vessels  that  comprise  the 
primitive  cerebral  circulation.  During  development 
these  vessels  normally  occlude  and  establish  the 
mature  cerebral  blood  flow.  In  the  embryo  at  4 mm 
size  (30  days)  the  blood  supply  to  the  brain  stem  is 
derived  from  primitive  longitudinal  vessels.  These 
vessels  are  connected  with  four  anastomotic  branches: 
primitive  trigeminal  artery,  otic  artery,  hypoglossal 
artery,  and  the  proatlantal  intersegmental  artery. 
Subsequently  (30-40th  day)  a vessel  is  formed  between 
the  most  cranial  portion  of  these  two  longitudinal 
arteries  — the  posterior  communicating  artery.  At 
the  same  time,  obliteration  of  the  primitive  com- 
municating system  begins.  After  the  40th  day,  the 
anastomotic  vessels  are  closed  and  the  normal  mature 
anatomy  is  present.  Failure  of  closure  of  one  of  these 
anastomotic  vessels  is  a rarity  and  results  in  a major 
caroticobasilar  communication.1 

The  apparent  frequency  of  persistent  carotid- 
basilar  anastomoses  is  in  the  same  order  as  their  nor- 
mal regression.  The  short-lived  otic  artery  has  been 
incontrovertibly  demonstrated  only  once  in  post- 
natal life.2  3 The  trigeminal  artery  is  normally  the 
last  to  regress  and,  of  the  primitive  anastomoses,  is 
hemodynamically  the  most  important.  This  is  also 
the  most  common  persistent  anastomosis  with 
about  300  cases  reported.4  Intermediate  in  both 
embryotic  duration  and  frequency  of  abnormal  per- 
sistence is  the  hypoglossal  artery  with  over  70  cases 
being  reported.5  A persistent  proatlantal  in- 
tersegmental artery  is  extremely  rare. 

The  persistence  of  a hypoglossal  artery  has 
primarily  been  reported  as  an  incidental  observation 
at  the  time  of  carotid  arteriography,  although  it  has 
been  associated  with  transcient  ischemic  attacks 
and  aneurysms.6  Lie7  proposed  four  angiographic 
criteria  for  diagnosis  of  a persistent  hypoglossal 
artery: 

1.  The  artery  must  be  a robust  branch  of  the 
internal  carotid  artery  arising  from  its  posterior 
aspect  at  the  level  of  the  C-l  through  C-3  vertebral 
bodies. 

2.  The  artery  must  enter  the  skull  through  the 
hypoglossal  canal. 

3.  The  basilar  artery  must  fill  only  distal  to 
the  entrance  of  the  abnormal  artery. 

4.  The  posterior  communicating  artery  must 
not  appear  on  the  angiogram. 

The  last  two  requirements  do  not  appear  to  be  ab- 
solute. 

When  lesions  requiring  surgical  therapy  are 
discovered  in  patients  with  a persistent  carotid- 
basilar  anastomosis,  recognition  of  the  aberrant 
arterial  supply  to  the  brain  stem  is  critical.  This 


anomaly  precludes  ligation  of  the  carotid  arteries  to 
treat  certain  aneurysms  or  to  perform  an  endarterec- 
tomy. Pinkerton8  described  endarterectomy  with 
monitoring  and  bypass  with  a temporary  in-lying 
shunt.  Carotid  occlusion  during  endarterectomy  has 
a potential  effect  on  blood  flow  to  the  posterior  cir- 
culation due  to  the  minimal  collaterals  present. 

In  case  1,  the  persistent  hypoglossal  artery  was 
an  incidental  but  important  finding  in  regard  to  the 
planned  surgical  approach.  In  order  to  safely  perform 
the  endarterectomy  a bypass  shunt  was  needed  to 
maintain  blood  flow  to  the  posterior  circulation  sup- 
plied only  by  this  anomalous  vessel  when  the  carotid 
artery  is  cross-clamped. 

In  case  2,  the  acute  onset  of  the  left  hemiparesis 
and  its  gradual  recovery  suggested  a vascular  event. 
The  recovery  appears  to  have  been  promoted  by 
presence  of  the  persistent  hypoglossal  artery  and 
development  of  ethmoidal  collaterals.  These  vessels 
allowed  a continued  but  somewhat  diminished  per- 
fusion of  the  intracranial  territory  of  the  left  internal 
carotid  artery.  Lesions  of  the  internal  carotid  artery 
associated  with  a persistent  hypoglossal  or 
trigeminal  artery  have  been  noted  previously  and  are 
of  clinical  interest  in  that  they  may  produce  ischemic 
episodes  in  both  basilar  and  internal  carotid  artery 
territories.6'910 

The  persistent  hypoglossal  artery  is  a devel- 
opmental anomaly  which  becomes  clinically  signifi- 
cant only  when  it  is  associated  with  occlusive 
cerebral  vascular  disease  or  some  other  life-threat- 
ening vascular  abnormality. 
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How  to  make  the  doctor 
(and  yourself) 
more  successful 
for  just  pennies  a day. 


Let’s  face  it.  Success  is  great.  But  it  can 
be  burdensome.  For  the  doctor,  and  for  you, 
his  assistant. 

But  as  you  helped  put  ^ M 

him  there,  so  you  must  ' ~ " / 1 

help  keep  him  there.  You  EBi 
can.  With  a little  magic. 

Binary  Magic. 

Success  means  more  patients.  More 
responsibility.  And  before  you  know  it,  you’re 
inundated  with  paperwork.  Billings  and  recalls. 
Birthdays  and  narratives.  Typing.  Mailings. 
Filing.  Insurance  forms.  Medical  records.  And 
your  phone’s  still  ringing. 

Binary  Magic’s  simple  state-of-the-art 
computer  system  can  do  most  of  these  tasks, 


setting  you  free  to  help  him 
be  even  more  successful.  He 
can  see  more  patients.  And 
you’ll  be  more  gracious  and 
efficient.  Because  the  stress  and 
drudgery  have  been  taken  from  your  work. 

The  Binary  Magic  system  will  help  him 
manage  money  and  success.  It’s  a profit 
center  that  does  more  work  for  less.  (Who 
needs  more  staff?)  And  you’ll  get  all  the 
credit  for  bringing  Binary  Magic  to  the 
doctor’s  attention. 

i Take  this  ad  to  him  now.  Then 

call  us  for  more  on  the  system  that’s 
~ making  more  and  more  doctors  believe 
in  magic.  Binary  Magic.  One  up  for  you. 


BINARY  MAGIC  INC. 


1592  N.  Hwy.  A1A,  Satellite  Beach,  Florida  32937  (305)  777-7080 


foin  sufferers  use  biofeedback  to  Simple  activities  help  the  In  Occupational  Therapy,  patients  are  fttients  use  the  Exercising  plays  an  important  role  in  gaming 

monitor  their  stress  levels.  patient  regain  dexterity.  taught  to  complete  everyday  tasks  that  whirlpool  tank  to  strength  and  reducing  pain. 

have  become  difficult.  relax  muscles. 

e Pain  Management  Unit  at  University  Community  Hospital  ft! 

Because  No  One  Should  Have  To  Live  With  Pain. 


We  put  people  back  to  work 
by  keeping  them  working. 


Getting  back  to  basics  is  how  we’re  helping  put  chronic  pain  sufferers  back  on  the  job. 

Simple  activities,  such  as  baking,  cleaning  and  painting,  are  helping  grown  men  and  women, 
nany  who  suffer  from  work-related  injuries,  regain  their  dexterity,  strength,  and  most  importantly, 

; heir  confidence. 

Involving  patients  in  these  types  of  activities  is  just  one  example  of  the  full-service  treatment  pain 
iufferers  are  receiving  at  the  Pain  Management  Unit  at  University  Community  Hospital. 

Our  treatment  is  a smart  choice  for  the  patient  and  the  physician.  Because  sometimes  you’ve  done 
ill  that  can  be  done  to  alleviate  the  pain,  yet  the  patient  still  suffers. 

That’s  when  you  need  to  refer  your  patient  to  a professional  pain  rehabilitation  center,  one  which 

i;pecializes  in  pain  management.  The  Pain  Management  Unit  at  University  Community  Hospital  is 
;uch  a place. 

The  unit  focuses  on  five  major  areas  of  pain  rehabilitation:  the  actual  reduction  of  pain;  decreasing 
nedication  levels;  increasing  daily  activities  to  improve  the  quality  of  life;  the  reduction  of  stress;  and 
vocational  counseling. 

The  unit’s  In-Patient  Clinical  Program  involves  eight  critical  areas  of  pain  management,  each  with 
ts  own  set  of  special  techniques  and  goals:  medical  management,  physical  therapy,  occupational  therapy, 
ocial  service,  rehabilitation  counselors,  nursing,  psychology,  and  recreational  therapy. 

For  referral  information  please  call  (813)  972-7253,  collect,  or  write  to  us  at  3100  E.  Fletcher  Avenue, 
Tampa,  Florida  33612. 


Daniel  B.  Nunn,  M.D. 
Editor 

The  Journal  of  the  Florida 
Medical  Association,  Inc. 
1980  — 1985 
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~]  SPECIAL  ARTICLE 

A job  well  done 


T.  Byron  Thames,  M.D. 


Five  years  ago,  as  the  incoming  President  of  the 
Florida  Medical  Association,  I was  called  upon  to 
make  one  of  the  most  important  appointments  of 
my  year  as  President.  That  appointment  was  to  be 
the  Editor  of  The  Journal  of  the  Florida  Medical 
Association.  The  new  Editor  was  to  follow  in  the 
footsteps  of  an  eminently  qualified  Editor  who  had 
brought  The  Journal  to  new  heights  of  scientific  ex- 
cellence and  communication  for  the  membership  of 
the  Florida  Medical  Association.  Many  people  ex- 
pressed doubt  that  any  Editor  would  be  able  to  follow 
in  the  footsteps  of  this  individual  and  continue  the 
preeminent  position  of  The  Journal  of  the  Florida 
Medical  Association. 

I was  given  the  choice  of  a number  of  qualified 
individuals  throughout  the  State  who  might  be  pre- 
vailed upon  to  serve  as  Editor  of  The  Journal.  After 
reviewing  all  of  them,  I was  particularly  impressed 
with  the  qualifications  of  Dr.  Daniel  B.  Nunn,  of 
Jacksonville.  He  had  been  serving  as  Editor  of 
Jacksonville  Medicine,  the  Duval  County  Medical 
Society  Bulletin  from  1977  to  1979.  I had  the  benefit 
of  being  able  to  read  many  of  these  issues  and  deter- 
mine for  myself  that  it  was  a quality  publication, 
well  edited. 


The  Author 

T.  BYRON  THAMES,  M.D. 

Dr.  Thames  is  a Past  President  of  the  Florida  Medical 
Association,  Inc.  and  he  is  a practicing  family  physi- 
cian, Orlando. 


Dan  Nunn  is  a Southerner,  having  been  born  in 
Columbia,  South  Carolina  and  graduating  from  the 
University  of  South  Carolina  with  a Phi  Beta  Kappa, 
Magna  Cum  Laude  degree  in  chemistry.  He  attended 
the  Medical  University  of  South  Carolina,  graduating 
in  1955  as  an  Alpha  Omega  Alpha.  He  took  his  in- 
ternship and  general  and  thoracic  surgical  residency 
and  a Fellowship  in  vascular  surgery  at  the  Medical 
University  of  South  Carolina. 

Dan  is  a Diplomate  of  both  the  American  Board 
of  Surgery  and  the  American  Board  of  Thoracic  Sur- 
gery. In  1983,  he  was  among  the  first  group  of  vas- 
cular surgeons  selected  to  take  the  new  specialty  ex- 
amination in  general  vascular  surgery.  He  success- 
fully completed  the  examination  and  was  awarded  a 
certificate  of  special  competence  in  vascular  surgery 
by  the  American  Board  of  Surgery.  He  is  also  a fellow 
of  the  American  College  of  Surgeons. 

Dan  has  been  active  in  medical  circles,  serving 
as  Chief  of  Staff  at  Methodist  Hospital,  Jacksonville, 
from  1976  to  1977.  He  has  been  Chief  of  Thoracic 
and  Cardiovascular  Surgery  at  Methodist  Hospital 
from  1971  to  1985.  He  is  a Clinical  Associate  Pro- 
fessor of  Surgery  at  the  University  of  Florida  Medical 
School  in  their  Jacksonville  Hospital's  Educational 
Program. 

Dan  holds  all  of  the  memberships  in  the  well 
known  medical  and  surgical  societies,  including  the 
American  Medical  Association,  Florida  Medical 
Association,  Florida  Society  of  Thoracic  and  Cardio- 
vascular Surgeons  (Past  President),  and  the  Southern 
Thoracic  Surgical  Association.  In  addition,  he  be- 
longs to  the  Society  of  Thoracic  Surgeons,  the  Inter- 
national Society  of  Cardiovascular  Surgeons,  and  is 
a charter  member  of  the  Southern  Association  for 
Vascular  Surgery,  limited  to  150  members  in  thirteen 
Southeastern  states.  He  is  also  a member  of  the 
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Society  for  Vascular  Surgery,  in  which  the  member- 
ship is  limited  to  250  members  in  the  United  States 
and  Canada,  and  the  Southern  Surgical  Association, 
which  is  limited  in  membership  to  300.  He  had 
served  as  an  investigator  in  cardiovascular  research 
at  Walter  Reed  Army  Institute  of  Research  in  1961  to 
1963,  and  was  a winner  of  the  Medalist  paper  for  the 
forum  on  Progress  in  Surgery  at  the  Southeastern 
Surgical  Congress  Meeting  in  1961. 

Dan  had  all  the  background  and  qualifications, 
but  I knew  him  in  a very  remote  way,  not  having 
been  a personal  acquaintance  or  friend,  but  having 
seen  him  only  occasionally  through  the  Florida 
Medical  Association.  I am  pleased  to  say  that  in  my 
association  during  the  following  five  years  I have 
come  to  know  Dan  as  a personal  friend  and  to  enjoy 
the  fellowship  of  his  family  and  himself  in  his  home 
and  through  many  meetings  of  the  Florida  Medical 
Association.  I was  fortunate  to  have  made  the  choice 
of  Dan  Nunn  for  Editor  of  The  Journal  of  the  Florida 
Medical  Association,  and  Florida  medicine  has  bene- 
fited greatly  by  his  acceptance  of  this  position  upon 
my  request. 

As  Editor  of  The  Journal  he  has  controlled  the 
articles  which  were  published  in  The  Journal,  with 
the  assistance  of  his  Board.  The  outstanding  quality 
of  manuscripts  and  scientific  publications  has  con- 
tinued to  rank  The  Journal  of  the  Florida  Medical 
Association  as  a premiere  production  in  its  field. 

In  addition  to  choosing  the  scientific  manu- 
scripts which  are  accepted  for  publication,  the  Editor 
of  The  Journal  has  to  be  a good  businessman.  The 
cost  of  publishing  The  Journal  has  gone  up  tremen- 
dously and  the  amount  of  money  to  be  raised  by  sale 
of  advertising  and  making  The  Journal  readable  is 
one  of  the  great  tasks  of  the  Editor,  as  well  as  satis- 
fying the  Board  of  Governors  of  the  Florida  Medical 
Association  that  he  can  live  within  his  budget. 

I was  pleased  in  my  year  as  President  with  the 
way  Dan  Nunn  was  able  to  handle  this.  I know  the 
succeeding  Presidents  of  the  Florida  Medical  Associ- 
ation who  have  reappointed  him  for  the  following 
four  years  as  Editor  must  have  felt  the  same  way.  He 
completely  redesigned  The  Journal  and  won  the 
Sandoz  Award  in  1983  for  the  best  State  Medical 
Journal  in  the  United  States.  The  advertising  income 
was  consistently  outstanding.  Dan  Nunn  learned 


not  only  to  live  within  the  budget,  but  to  insist  that 
other  members  of  the  Editorial  Board  and  guest 
editors  live  with  their  deadlines  also.  He  was  able  to 
assist  the  Board  of  Governors  in  its  many  excellent 
specialty  issues  by  choosing  the  outstanding  guest 
editors  who  served  with  him. 

Dan  Nunn  personally  has  had  76  scientific  ar- 
ticles and  28  editorials  published  over  the  time  in 
which  he  has  been  Editor  of  The  Journal  and  prior  to 
this. 

In  addition  to  presenting  scientific  material  to 
the  membership,  the  other  job  of  The  Journal  of  the 
Florida  Medical  Association  is  to  present  to  the 
membership  what  is  happening  in  the  world  of  med- 
icine and  the  legislature  and  other  areas  which  affect 
the  practice  of  medicine  in  the  State  of  Florida. 
Under  Dr.  Nunn,  The  Journal  during  the  last  five 
years  has  consistently  given  up-to-date,  valuable 
and  accurate  information  about  the  activities  of  the 
Board  of  Governors,  and  officers  of  the  Medical 
Association  to  the  membership  at  large,  and  has  kept 
them  apprised  of  the  primary  issues  involving  the 
practice  of  medicine. 

Dan  Nunn  did  a superb  job  for  me  as  Editor  of 
The  Journal  of  the  Florida  Medical  Association.  He 
did  an  excellent  job  for  the  succeeding  four  Presidents 
of  the  Florida  Medical  Association.  He  has  now 
finished  his  five-year  term  as  Editor  of  The  Journal 
of  the  Florida  Medical  Association,  and  because  of 
the  restriction  placed  on  this  term  by  the  Board  of 
Governors,  can  no  longer  serve  as  your  Editor.  More 
than  what  he  did  for  me  and  the  other  Presidents, 
Dan  Nunn  has  served  the  membership  of  the  Florida 
Medical  Association  in  an  untiring  way  through 
countless  hours  of  activity  and  through  his  contin- 
uing energetic  leadership  of  The  Journal.  Every 
member  of  the  Florida  Medical  Association  owes  him 
a debt  of  gratitude.  I hope  you  will  drop  him  a note 
and  express  to  him  your  personal  gratitude,  as  I have, 
for  the  tremendous  job  he  has  done  for  all  of  us  in 
Florida  medicine.  We  look  forward  to  his  continued 
efforts  on  our  behalf  in  whatever  way  he  feels  may 
serve  us  best. 


• Dr.  Thames,  Post  Office  Box  8908,  Orlando 
32806. 
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in  medicine, 
ineffective  bookkeeping 

con  try  one's 
patients. 


Research  proves  it.  Late  or  inaccurate  medical  billing 
makes  for  poor  receivables.  Patients  are  more 
prone  to  pay  in  full  when  statements  are  on  time  and 
complete.  (Cleanliness  of  design  helps,  too.) 

That’s  where 
Southeastern  Medical  Data  Systems 

comes  in. 

Our  computer  service  is  state-of-the-art,  providing 
maximum  efficiency  in  accounts  receivable,  Medicare  and 
insurance  processing  and  follow-up.  Plus,  we  provide  all 
our  clients  with  customized  monthly  reports.  The 

advantages  are  many. 

Valuable  time  is  saved,  freeing  up  the  office  staff  to  do  the 
job  for  which  they  were  trained.  Collectibles  increase 
significantly.  Automated  record  keeping  in  some  cases 
even  helps  to  reduce  tax  outlays. 

Our  skilled  staff  can  tailor  a system  to  suit  any  need.  We’re 
small  enough  to  provide  the  personal  touch 
— and  very  big  on  service. 

Write  or  call  us  for  additional  information  and  we’ll  get 

back  to  you  immediately. 

After  all,  we  wouldn’t  want  to  try  your  patience. 


southeastern 

medicol  data 
systems 

22  west  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  Florida  32806 
(305)  841-9792 


WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OBSTETRICS/GYNECOLOGY 
ADULT  & CHILD  PSYCHIATRY 
PEDIATRICS 
INTERNAL  MEDICINE 
DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 

AMEDD  Personnel  Counselor 
3101  Maguire  Boulevard 
Essex  Building,  Suite  166 
Orlando,  Florida  32803 
(305)  896-0780 


When  does 
two  equal  four? 


BID 


100  capsules  NOC  0003-0114-50  | 

500  mg 

VELOSEF  '500’ 

Cephradine  Capsules  USP 

Usual  dosage:  See  insert 


When  you  prescribe 

VELOSEF  Capsules 

(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 

...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drawing." 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5)  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY. 

(1.)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  RO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws.  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.0.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  ‘500’  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  '125'  for  Oral  Suspension  and  Velosef  ‘250’ 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae; Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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Diuretics  (potent  "loop  diuretics,”  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling’s  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae : 75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert, 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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NOTES  & NEWS 


Bums  A.  Dobbins  Jr.,  M.D. 
1915  - 1985 


The  following  tribute  was  written  by  long-time  friend  Charles  K. 
Donegan,  M.D.  of  St.  Petersburg. 

Burns  A.  Dobbins,  M.D.,  passed  away  suddenly 
on  March  12,  1985,  shortly  after  attending  the  Board 
of  Governors  meeting  of  the  Florida  Medical  Associa- 
tion in  Tampa,  Florida  on  March  9,  1985. 

Dr.  Dobbins  graduated  from  the  University  of 
Florida  at  Gainesville  in  1935  and  from  Temple 
Medical  School  in  1939.  Fie  had  his  internship  at 
Philadelphia  General  Hospital,  and  his  residency  at 
Columbia  Presbyterian  Hospital.  During  World  War 
II,  he  was  in  the  United  States  Navy  attached  to  the 
88th  Naval  Construction  Battalion  and  was  dis- 
charged as  a Lieutenant  Commander  in  the  Medical 
Corp.  Shortly  after  this,  he  came  to  Fort  Lauderdale, 
where  he  was  one  of  the  county's  first  pediatricians 
and  retired  in  July,  1984.  He  was  active  in  many 
civic  organizations  through  the  years,  especially 
those  related  to  children,  too  many  to  be  enumerated. 

Dr.  Dobbins  served  on  the  Broward  County 
Medical  Association  Board  of  Trustees  from  1950- 
1955,  and  on  the  Board  of  Census  from  1955-1958, 
and  as  Broward  County  Medical  Association  President 
from  1960-1961.  Dr.  Dobbins  served  the  Florida 
Medical  Association  as  a Delegate  to  the  AMA  from 
1959  to  the  time  of  his  death.  He  was  a member  of 
the  Council  on  Medical  Services  of  the  AMA  from 
1963-1972.  He  was  on  the  Judicial  Council  by  an  ap- 
pointment made  by  the  President  of  the  American 
Medical  Association  from  1972-1982,  and  was  Chair- 
man of  the  Judicial  Council  of  the  AMA  from  1977- 
1979.  Dr.  Dobbins  also  served  at  the  national  level 
on  the  national  Blue  Shield  Board  for  several  years. 


Dr.  Dobbins  was  awarded  the  Broward's  Physi- 
cian of  the  Year  by  the  Caducean  Society,  an  exclu- 
sive, closed  medical  education  group  composed  of 
two  select  physicians  from  each  Broward  County 
specialty.  He  was  recognized  for  his  outstanding  ser- 
vice to  the  community  in  the  field  of  medicine  in 
1976.  It  was  noted  that  he  cared  for  many  thousands 
of  Broward's  youngsters  and  was  then  in  1976,  caring 
for  their  children.  He  was  Past  President  of  the 
Florida  Pediatric  Society. 

Dr.  Dobbins  was  active  in  the  Florida  Medical 
Association  throughout  his  medical  career  and  was 
appointed  to  the  Peer  Medical  Utilization  Committee 
at  its  beginning  in  1971  until  his  death  and  served 
on  that  committee  as  Vice-Chairman  the  last  few 
years.  Dr.  Dobbins  was  the  first  Chief  of  Staff  at 
Plantation  General  Hospital  and  served  as  the  Chair- 
man of  the  Board  there  from  1966-1983.  In  addition, 
he  was  Chief  of  Pediatric  Staff  at  the  Broward  General 
Medical  Center,  where  he  first  began  practicing  in 
1946.  Dr.  Dobbins  was  founder  and  director  of  Home- 
Owners  Life  Insurance  Company  and  the  United 
Federal  Savings  and  Loan  Association,  which  is  now 
known  as  California  Federal. 

Dr.  Dobbins  was  very  active  in  boating  circles; 
held  offices  at  the  Coral  Ridge  Yacht  Club  and  was 
President  of  the  Harbor  Beach  Surf  Club  and  as  fleet 
surgeon  for  the  Lauderdale  Yacht  Club.  He  was  noted 
for  his  dry  wit;  he  always  described  himself  as  a 
nickle-and-dime  doctor  to  illustrate  pediatrician's 
fees  were  much  lower  than  the  average  physician. 
Dr.  Dobbins  will  long  be  remembered  by  the  medical 
community  on  the  local,  state  and  national  levels. 
He  is  highly  respected  for  his  contributions,  not  on- 
ly to  medicine,  but  in  his  civic  duties  as  an  elder, 
trustee  and  deacon  of  the  First  Presbyterian  Church 
of  Lauderdale  and  was  a member  of  the  Board  of  the 
Westminister  Choir  College  of  Princeton,  New  Jersey 
for  many  years. 

Dr.  Dobbins  is  survived  by  his  wife,  Estelle,  son 
Burns  Alan  Dobbins  III,  who  is  an  attorney  in  Fort 
Lauderdale,  and  his  son  Timothy,  a minister  of  the 
Presbyterian  Church.  He  is  also  survived  by  daughter- 
in-law,  Marion,  two  grandsons,  and  a sister. 

FMA  receives  plaque  for  AMA 
membership  increase 

On  behalf  of  the  Florida  Medical  Association, 
FMA  President  Frank  C.  Coleman,  M.D.  received  a 
plaque  earlier  this  year  from  John  Coury,  M.D., 
Chairman  of  the  American  Medical  Association 
Board  of  Trustees,  in  recognition  of  FMA's  increase 
in  memberships  in  the  AMA  for  the  seventh  consec- 
utive year.  Florida  had  10,895  physicians  on  the 
AMA  membership  rolls  in  1984,  a gain  of  424  over 
1983. 
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Robert  T.  Watson,  M.D.  wins  1985 
Hippocratic  Award 

Graduating  seniors  at  the  University  of  Florida 
College  of  Medicine  presented  on  April  25  the  16th 
Annual  Hippocratic  Award  for  Teaching  Excellence 
to  Robert  T.  Watson,  M.D.,  a professor  of  neurology, 
neuroscience,  and  clinical  psychology  at  UF. 

Chosen  for  being  a teacher  that  "stimulates  the 
soul  and  inspires  the  mind,"  Dr.  Watson  received  an 
engraved  plaque  during  the  traditional  ceremonies 
held  on  the  front  lawn  of  Shands  Hospital. 

A native  of  Nashville,  Tennessee,  Dr.  Watson 
earned  both  his  B.S.  and  M.D.  degree  at  UF.  He 
completed  his  internship  at  the  University  of 
Alabama  Medical  College  and  University  Hospital 
before  returning  to  UF's  College  of  Medicine  to 
finish  his  residency.  Except  for  the  three  years  he 
was  in  private  practice  beginning  in  1977,  Dr.  Watson 
has  been  a part  of  UF's  Medical  School  faculty  since 
1973. 

Dr.  Watson  is  an  alumnus  of  UF's  1969  gradu- 
ating class  which  established  the  award  named  for 
Hippocrates,  the  fifth  century  Greek  physician  highly 
revered  for  his  effective  teaching  and  compassionate 
patient  care. 


DEAIM'S  MESSAGE 


Tropical  medicine  in  semi- 
tropical  Florida 

Tropical  Medicine  encompasses  a heterogene- 
ous group  of  diseases,  mostly  infectious,  that  are 
either  unusually  prevalent  in  the  tropics  or  are  caused 
by  parasites  even  if  they  are  epidemiologically  tem- 
perate zone  problems.  In  either  case,  with  rare  ex- 
ceptions, they  are  uncommon  problems  in  the  con- 
tinental United  States.  Many  of  these  infectious 
diseases  are  the  products  of  underdeveloped  public 
hygiene  and  resource  limitation  which  plagues  the 
Third  World.  An  equal  share  are,  however,  limited 
to  the  tropics  by  climatic  and  environmental  factors 
that  determine  the  distribution  of  essential  insect, 
mollusk  .and  mammalian  intermediate  hosts.  In 
fact,  the  limited  prevalence  of  tropical  disease  in 
this  country  focuses  on  international  ports  of  entry 
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with  their  attnedant  immigrant  populations  and  in 
those  few  sunbelt  areas  that  by  climate  are  truly 
tropical.  In  this  sense,  Florida  receives  a double  dose 
of  exposure.  Infections  brought  by  U.S.  citizens 
vacationing  or  working  abroad  are  a minority. 

In  spite  of  Florida's  unusual  prevalence  of  tropi- 
cal afflictions  even  here  they  remain  too  scattered 
and  infrequent  to  support,  in  private  practice,  spe- 
cialists in  tropical  diseases  or  to  provide  Florida 
primary  care  physicians  with  the  sustained  expe- 
rience needed  to  deliver  optimum  care.  Diagnosis 
and  management  of  tropical  diseases  is  a responsi- 
bility accepted  by  Florida's  Colleges  of  Medicine. 
Faculty  status,  teaching  needs  and  research  programs 
provide  the  schools  the  justification  for  maintaining 
tropical  disease  specialists.  In  areas  geographically 
removed  from  medical  schools,  county  health  de- 
partments are  often  called  upon  to  support  this  ser- 
vice. On  the  whole  the  quality  of  care  delivered  to 
patients  with  these  exotic  diseases  is  excellent, 
although  it  may  occasionally  be  clumsy  to  access. 

The  colleges  of  medicine  have  a second  much 
less  appreciated  role,  the  prevention  of  establishment 
of  foci  of  tropical  diseases.  The  semi-tropical  en- 
vironment of  southern  Florida  has  already  proven 
receptive  for  exotic  tropical  immigrants  such  as 
walking  catfish,  giant  frogs,  the  melaleuca  tree  and  a 
termite  with  a willingness  to  consider  cement.  It 
can  be  an  equally  receptive  environment  for  filaria- 
sis,  malaira,  dengue  fever  and  yellow  fever,  all  of 
which  though  limited  by  the  requirement  for  specific 
insect  vectors  for  transmission  are  easily  accomo- 
dated by  our  rich  tropical  fauna. 

The  traditional  bastion  against  establishment  of 
such  diseases  has  been  slow  travel  and  quarantine, 
both  of  which  are  victims  of  technologic  progress. 
Only  good  luck  has  prevented  the  establishment  of 
endemic  foci  of  tropical  disease  in  Florida.  Perhaps 
as  a reminder  cholera,  now  known  to  be  a long  term 
resident  in  Florida's  estuaries,  has  recently  re- 
emerged  to  cause  sporatic  human  disease.  Budget 
constraints  have  steadily  eroded  federal  government 
resources,  largely  in  the  National  Centers  for  Disease 
Control,  that  have  in  the  past  bolstered  surveillance 
and  control.  It  would  be  timely  to  consider  the  level 
of  local  support  for  research  and  surveillance  of 
these  seemingly  exotic  problems. 


William  A.  Sodeman  Jr.,  M.D. 
Deputy  Dean  for  Academic  Affairs 
University  of  South  Florida 
College  of  Medicine 


WORTH  REPEATING 


Alternative  care  systems: 
a commentary 

The  wind  bloweth  where  it  listeth,  and  thou 
hearest  the  sound  thereof,  but  canst  not  tell  whence 
it  cometh,  and  whither  it  goest  . . . 

—John  3:8 

Alabama  physicians,  like  John,  know  the  winds 
of  change  are  upon  them,  but  they  do  not  know 
whither  they  blowest. 

Alternative  care  systems,  in  earlier  incarnations, 
have  been  around  for  a long  time,  certainly  since  the 
early  1900s,  if  one  counts  medical  care  foundations. 
Not  until  1983,  however,  did  the  federal  govern- 
ment, in  its  infinite  wisdom,  produce  the  pressure 
that  generated  the  rush  to  create  all  manner  of  new 
marketplace  prostheses. 

It  may  be  instructive  to  go  back  a few  years  to 
review  the  conventional  economic  wisdom  that  was 
the  background  against  which  the  New  Order  has 
been  so  hastily  built.  The  medical  marketplace,  just 
about  everybody  was  saying,  represented  an  inversion 
of  classical  economic  theory.  If  competition  increased 
by  expanding  the  number  of  providers,  prices  should 
go  down.  But  in  the  perversity  of  the  medical  market- 
place, they  go  up.  Similarly,  the  theory  of  Economies 
of  Scale  should  mean,  the  high-domed  economists 
said,  that  increased  volume  brings  unit  costs  down. 
Instead,  they  skyrocketed. 

The  medical  marketplace  simply  refused  to  com- 
port with  any  economic  model.  When  GMENAC 
predicted  a physician  surplus,  those  untaught  in  the 
perversities  of  the  medical  marketplace  said  that 
when  the  supply  of  services  is  greater  than  the  de- 
mand, prices  would  fall.  The  topsy-turvy  theory  of 
the  medical  economics  said  they  would  rise  still 
higher,  since  everything  is  reversed  in  this  world  of 
Alice  Beyond  the  Looking  Glass. 

When  the  alarmed  business  community  began 
closely  studying  the  health  care  they  were  buying  for 
their  employees,  when  they  understood  that  all  the 
usual  economic  laws  are  either  suspended  or  reversed, 
they  too,  in  common -with  the  federal  government, 
began  to  think  of  price  control. 

Alternative  systems,  whether  favored  by  gov- 
ernment or  industry,  whether  created  by  actuaries, 
third  party  payors  or  physicians,  mean  price  control 
by  definition.  Implicit  in  all  of  them  are  these  ideas: 
avoid  hospitals  wherever  possible,  by  preadmission 
certification,  by  inducements  to  preventive  med- 
icine, by  imposing  hospital  stay  norms  through  DRG, 
by  whatever  device.  The  first  disideratum  is  to  avoid 
hospitals,  if  possible,  and  to  curtail  use  when  avoid- 
ance is  impossible. 


Another  common  denominator  in  alternative 
care  systems,  including  those  with  hospital  contracts, 
is  a discount  in  some  form.  The  physician  is  asked  to 
reduce  fees,  to  accept  the  concept  of  a ceiling  on  fees 
(usually  less  than  actual  charges),  to  agree  to  a sched- 
ule, or  several  of  these  in  combination.  In  short,  he  is 
being  asked,  under  duress,  to  cut  his  prices.  So  is  the 
hospital.  Those  third  party  payors,  or  their  agents, 
with  the  most  market  leverage,  the  most  clout,  can 
often  get  the  best  deal. 

Assume,  for  the  sake  of  argument,  that  hospitals 
can  squeeze  a little  out  of  their  present  charges  with- 
out going  into  the  red  or  seriously  compromising 
quality.  A little,  I said.  Many  payors  are  demanding  a 
lot,  just  as  the  government  has  been  demanding  spe- 
cial consideration  for  its  patients. 

Until  recently,  it  was  possible  to  shift  Medicare 
costs  to  other  payors.  Now  it  is  these  very  other 
payors  who  are  themselves  demanding  what  can  only 
result  in  more  cost  shifting.  Since  the  free  lunch  has 
been  pretty  well  proven  to  be  nonexistent,  what  is  go- 
ing to  happen  if  every  payor  demands  price  conces- 
sions and  no  one  is  left  to  shift  these  costs  onto?  The 
United  States  may  now  be  at  that  point.  If  a hospital, 
to  meet  its  competition,  grants  concessions  and  runs 
out  of  shiftees,  nothing  is  left  to  do  but  go  out  of 
business.  Some  experts  are  saying  some  hospital 
failures  will  be  inevitable  in  any  case.  It  seems  just 
as  likely  that,  if  there  is  a physician  surplus,  some 
physicians  may  go  out  of  business  as  well. 

Suppose  these  closings  do  occur,  and  the  med- 
ical marketplace  then  begins  acting  like  the  classical 
marketplace.  Demand  continues  to  rise  while  supply 
falls.  Isn't  it  just  possible  that  the  same  thing  will 
happen  as  happens  in  the  cattle  market,  in  the  real 
estate  business,  and  in  general  retailing  when  there 
are  too  many  dollars  chasing  too  few  goods?  That  is 
the  classic  definition  of  inflation,  and  it  is  far  more 
likely  to  be  the  macro-economic  result,  over  time, 
than  the  aggregate  of  the  micro-economic  savings, 
here  and  there,  by  each  payor  concerned  primarily 
with  immediate  price. 

A leading  health  cost  specialist,  writing  in  the 
Harvard  Business  Review  of  January/February  1984, 
predicts  just  this,  and  more.  Richard  H.  Egdahl,  M.D., 
director  of  the  Boston  University  Medical  Center, 
says  that  alternative  care  systems,  designed  to  save 
money,  will  ultimately  increase  costs  because  they 
simply  expand  the  system.  The  system  must  con- 
tract, he  says,  if  industry  and  government  are  to 
realize  a reduction  in  price.  "Costs,  both  fixed  and 
variable,  associated  with  unused  capacity  must  be  re- 
moved from  the  system  rather  than  built  into  the 
price  of  the  remaining  services  delivered,"  he  writes. 

Egdahl  finds  that  many  of  the  alternative  deliv- 
ery systems  appear,  at  first,  to  result  in  savings  but 
actually  do  not.  Ambulatory  surgical  facilities  offer  an 
example.  Although  he  concedes  that  20  to  40  percent 
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of  the  surgical  procedures  traditionally  performed  in 
hospitals  can  be  done  safely  in  ambulatory  facilities, 
where  they  have  been  in  place  for  a time,  this  reduc- 
tion in  inpatient  procedures  has  not  occurred.  There 
are  several  reasons:  (1)  the  considerable  variability  in 
the  use  of  elective  surgery,-  (2)  a surplus  of  surgeon 
specialists  in  many  metropolitan  areas  where,  accord- 
ing to  studies,  a direct  correlation  exists  between  the 
number  of  surgeons  and  the  number  of  surgical  proce- 
dures performed;  (3)  an  increase  in  the  rate  of  hospital 
operations  as  well  as  ambulatory  surgery  on  a per 
capita  basis;  (4)  physician  competition,  which  has  led 
to  successful  marketing  techniques  from  that  of  in- 
creasing "the  public's  desire  for  elective  surgery." 

Additionally,  Egdahl  says,  some  hospitals  have 
established  outpatient  surgical  programs,  but  these 
have  not  "decreased  inpatient  surgical  capacity." 
On  the  contrary,  "net  increases  in  surgical  volume 
(and  overall  expense)  have  often  been  the  result." 

What  all  this  means,  Egdahl  says,  "is  that  the 
saving  from  carrying  out  ambulatory  surgery  must 
depend  on  some  kind  of  overall  community  agree- 
ment about  limiting  total  surgical  volume,  and  that 
agreement  simply  does  not  exist."  The  alternative 
systems  result  in  expanding  the  system,  not  shrink- 
ing it,  and  also  result  in  enhancing  demand  instead 
of  bringing  it  down.  Unit  prices  may  look  great,  but 
the  bottom  line  keeps  swelling. 

Industry,  Egdahl  says,  has  succeeded  in  many 
communities  in  reducing  admissions,  length  of  stay, 
and  unit  cost.  But  with  what  result?  The  average 
cost  per  hospital  day  goes  up  and  hospital  capacity 
is  freed  for  other  patients.  Hospitals,  like  nature, 
abhor  vacuums,  and  somehow  that  capacity  will  be 
used.  The  hospital's  first  dirty,  like  any  institution, 
is  survival. 

' 'Thus, ' ' he  says,  "while  a company  may  reduce 
its  costs  for  the  particular  patient  served,  unless 
there  is  programmed  shrinkage  of  hospital  capacity 
and  related  staffing  costs,  there  will  be  no  system 
savings  and  probably  a cost  increase  for  the  commu- 
nity." Once  again,  that  company  has  simply  muscled 
a cost  shift  to  somebody  else,  and  the  somebody- 
elses  are  getting  fewer  and  fewer. 

Lab  tests  are  another  quandary,  he  writes.  Reduc- 
ing lab  tests  without  "reducing  laboratory  staff  and 
equipment  purchases  will  not  result  in  savings  and 
may  result  in  increases  to  the  rest  of  the  community." 

These  and  other  actions  by  government  or  corpo- 
rations do  not  result  in  overall  savings.  Support  for 
health  planning  initiatives,  such  as  rate  setting  and 
capital  expenditure  constraints;  competition,  such  as 
that  provided  by  HMOs  and  PPOs;  redesigned  health 
plans;  individual  cost-management  programs,  such  as 
second  surgical  opinions;  bonuses  to  employees  for 
not  using  health  benefits;  and  analysis  and  negotia- 
tion of  large  and  potentially  excessive  insurance 
claims  will  not  create  community  cost  savings. 
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What  will?  Nothing,  Egdahl  believes,  but  draco- 
nian methods  similar  to  a controversial  law  passed 
in  Massachusetts  in  1982,  which  simply  froze  hospi- 
tal budgets  at  levels  that  forced  hospital  layoffs, 
forced  deferral  of  maintenance,  and  reduced  new 
hospital  programs. 

What  this  theory  means  nationally,  and  Egdahl 
seems  to  believe  there  is  no  other  way,  is  that  a lot  of 
hospitals,  doctors,  nurses,  administrators  and  others 
will  have  to  be  forced  out  of  business. 

Then  what?  What  usually  happens  after  such 
freezes  is  that  pent-up  demand  finally  blows  off  the 
constraints,  one  way  or  another,  and  the  resulting 
expansion  creates  inflationary  cost  add-ons  that  not 
only  erase  whatever  savings  might  have  been  but 
also  dramatically  increase  costs  over  time. 

Alabama  State  Health  Officer,  Dr.  Ira  Myers, 
has  been  in  public  health  longer  than  anyone  else  at 
this  level  in  any  state.  From  this  vast  experience  he 
has  evolved  Myers  law:  "Whatever  works,  won't 
work  long." 

This  sentiment  among  confused  physicians 
accounts  for  much  of  their  dismayed  belief  that  the 
wind  bloweth  where  it  listeth  and  none  can  know 
what  will  survive.  In  the  short  term,  physicians  are 
not  so  much  interested  in  what  the  various  contracts 
offer  them  this  year.  They  wonder  about  next  year, 
and  the  year  after,  when  all  the  magic  solutions  begin 
to  sour,  as  Egdahl  suggests  they  will,  and  even  more 
heroic  sacrifices  are  required  of  physicians.  Who  will 
be  left  holding  every  bag?  Physicians  receive  less 
than  20  cents  of  the  total  health  care  dollar  but, 
seemingly,  already  get  about  80  percent  of  the  blame 
dollar.  Those  ratios  are  not  likely  to  change. 

California  has  moved  toward  encouragement  of 
a two-tiered  system,  but  the  frantic  scrambling  for 
market  share  by  various  competing  delivery  systems 
there  was  linked,  back  in  February,  to  all-out  war  by 
one  executive,  close  to  the  scene. 

Robert  D.  Burnett,  M.D.,  President  of  the  Cal- 
ifornia Medical  Association,  addressed  his  comments 
earlier  this  year  to  one  aspect  of  the  war.  The  state- 
wide "Prudent  Buyer  Plan"  by  Blue  Cross  is,  he  said, 
"part  of  the  unhealthy  trend  of  the  companies  with 
the  most  muscle  getting  the  largest  discounts  and 
the  poor  guy  down  the  street  paying  full  price." 
PPOs,  he  said,  "just  lead  to  more  cost  shifting  . . . 
the  same  old  problem." 

Burnett  had  his  own  ominous  prediction,  which 
may  explain  some  of  the  anxiety  physicians  feel 
about  what  will  happen  next  year.  He  said  that  each 
succeeding  year,  Blue  Cross  "will  sign  up  fewer  and 
fewer  physicians  and  pay  an  increasingly  reduced 
rate  to  nonparticipating  doctors." 

Although  patients  will  be  given  lists  of  participat- 
ing doctors,  "they  will  think  insurance,  and  go  for 
care  outside  the  plan."  The  more  often  subscribers  go 


to  nonparticipating  doctors,  the  less  it  will  cost  Blue 
Cross,  he  said. 

In  other  words,  Burnett  is  saying  much  of  what 
Egdahl  said  has  been  the  result  of  marketing  efforts 
on  behalf  of  freestanding  emergency  centers:  The 
public  gets  only  part  of  the  message,  having  little 
idea  of  what  a PPO  is  and  caring  even  less. 

Egdahl  says  that  a major  complicating  factor  in 
controlling  health  care  costs  is  the  recent  growth  in 
proprietary  hospitals,  ambulatory  care  centers,  and 
prepaid  health  plans: 

It  is  not  hard  to  accept  that  potential  good  can 
come  from  introducing  the  rigors  of  the  market- 
place into  such  large  businesses  as  hospitals, 
where  hundred-million-dollar  budgets  are  com- 
mon, but  it  is  hard  to  see  where  the  introduction 
of  profit-making  competition  into  the  health 
care  delivery  system  will  redirect  health  cost 
trends,  since  studies  suggest  that  much  of  the 
proprietary  hospitals'  profits  come  from  higher 
prices  and  greater  use  of  laboratory  tests. 

Also,  rapid  entrance  of  proprietary  companies  in 
the  health  care  delivery  area  "will  undoubtedly  re- 
sult in  an  additional  influx  of  capital  into  the  sys- 
tems, adding  fuel  to  the  fire."  Egdahl  continues: 

A major  concern  about  potential  future  domi- 
nance of  the  for-profits  in  the  health  care  market 
relates  to  their  rather  narrow  focus  on  making 
money,  rather  than  the  integrity  of  the  entire 
health  care  system.  A large  amount  of  research 
and  technology  development  goes  on  in  major 
nonprofit  medical  centers. 

These  are  creative  and  important,  albeit  ex- 
pensive, centers  for  training  undergraduate 
physicians  and  residents.  Nonprofit  hospitals 
also  treat  the  majority  of  people  who  cannot  af- 
ford to  pay.  These  societally  important  purposes 
will  not  be  prime  objectives  for  the  proprietary 
hospitals. 

The  only  constant  in  life,  Pascal  said,  is  change. 
Physicians  are  no  strangers  to  change,  but  it  is  pecu- 
liar to  their  professional  experience  that  change  is 
always  fraught  with  uncertainty.  Last  year's  highly 
touted  new  drug  or  procedure  is  this  year's  taboo 
because  of  untoward  results  that  no  one  foresaw. 
Any  physician  who  has  been  in  practice  long  enough 
has  developed  a suspicion  of  miracle  cures.  That 
easily  translates  into  suspicion  of  the  plethora  of 
economic  panaceas. 

The  paramount  consideration  in  trying  to  fore- 
cast what  will  come  of  all  this  is  one  revolutionary 
change:  For  the  first  time  in  the  history  of  the  profes- 
sion, physicians  will  be  paid  not  to  do  something  in- 
stead of  doing  things.  In  a way  foreign  to  most  physi- 
cians, HMOs  pay  physicians  a bonus  from  the  surplus 
accumulated  when  medical  care  is  not  delivered. 

All  the  incentives  so  far  revealed  reward  both 
the  patient  and  the  physician  for  avoiding  the  hospi- 


tal. The  nonprovision  of  care,  and  I can  think  of  no 
other  label  for  it,  is  something  doctors  know  nothing 
about.  They  were  trained  to  use  whatever  is  needed 
and  available  on  behalf  of  patients. 

A common  assumption  seems  to  run  through  all 
the  alternative  care  systems  that  quality  will  remain 
high  while  quantity  of  services  is  reduced.  Nobody 
really  knows  that.  Nor  does  anyone  really  know 
whether  access,  which  has  itself  been  the  target  of 
criticism  over  recent  years,  will  remain  about  as  it 
is.  Physicians  have  the  vague  impression,  arising 
from  even  vaguer  national  explanations,  that  the 
American  expenditure  on  medicine  will  remain 
about  where  it  is  but  the  distribution  will  change. 
Will  those  changes  make  for  a higher  or  lower  qual- 
ity? Only  the  future  will  determine  that,  but  I think 
almost  everyone  is  keeping  fingers  crossed. 

Unless  someone  can  stand  back,  like  King 
Canute,  demanding  the  waves  to  halt,  improvements 
in  medical  technology  will  continue.  Will  the  impre- 
sarios simply  tell  institutions  and  the  public  that 
they  cannot  have  any  more  improvements?  That  is 
exactly  what  happened  recently  when  an  interna- 
tionally famous  cancer  center  in  the  East  was  denied 
a Certificate  of  Need  for  one  of  the  latest  pieces  of 
wizardry,  a Nuclear  Magnetic  Resonance  machine. 
Oncologists  say  NMR  will  have  a profound  effect  on 
diagnosis  and  therapy  because  of  its  clear  window  on 
the  soft  tissues.  Imagine  the  public  outcry  when  pa- 
tients are  said  to  be  denied  the  chance  to  live  — as 
may  happen  — because  the  NMR  is  too  expensive. 

At  this  juncture,  physicians  are  being  asked  to 
ration  health  care  but  told  this  is  a transition  period 
and  that  all  may  change.  Change  to  what?  If  Amer- 
ican medical  resources  are  to  be  rationed,  by  what- 
ever fancy  language,  who  is  going  to  do  the  rationing 
over  the  long  haul? 

This  revolution  presents  all  kinds  of  ethical 
Gordian  knots.  Doctors  have  been  imbued  with  the 
sanctity  of  the  physician-patient  relationship.  The 
concept  of  physician  as  patient's  advocate  is  as  old  as 
medicine.  Now  they  are  told,  "that  won't  do.  It's  too 
expensive."  In  a trice,  the  physician  is  being  told 
that  his  first  duty  is  to  the  system,  to  the  hospital,  to 
the  DRG,  to  the  bottom  line,  to  whatever. 

Legal  scholars  have  already  pointed  out  some 
pretty  dangerous  ground  under  this.  Through  history, 
the  physician  has  had  the  privilege,  and  the  cor- 
responding responsibility,  of  a virtually  inviolate 
trust  relationship  with  his  patient.  In  some  states, 
this  relationship  is  even  codified  into  statutes  relat- 
ing to  fiduciary  relationships.  It  may  be  manifestly 
illegal  for  physicians  in  some  states  even  to  consider 
a duty  above  that  he  owes  the  patients.  In  other 
states,  it  is  certainly  a powerful  ethical  question. 

Finally,  what  is  going  to  happen  to  hospitals 
when  we  cut  back  on  all  their  profits?  Ten  years  from 
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now,  many  nonprofits  may  be  totally  outmoded. 
This  could  be  a time  bomb  as  for-profits  and  not-for- 
profits  alike  skimp  on  technology,  or  medical  educa- 
tion, or  everything,  with  eyes  fixed  on  the  profits- 
and-losses  sheet.  As  a television  commercial  declared 
a few  years  ago,  "Pay  me  now  or  pay  me  later."  A 
small  investment  now,  if  ignored,  is  going  to  become 
a whopping  one  down  the  road. 

In  their  best-selling  book  on  American  manage- 
ment, In  Search  of  Excellence,  Peters  and  Waterman 
point  to  the  short  life  of  companies  interested  only 
in  the  near  term.  Those  companies  do  not  grow,  do 
not  expand,  contribute  little  to  society,  and  do  not 
survive  over  the  long  haul.  But  the  very  myopia  the 
book  condemns  is  what  is  being  asked  of  the  vast  and 
unequalled  American  health  care  system.  This  year's 
bottom  line  (and  maybe  next  year's)  is  as  far  as  man- 
agers are  asked  to  look  into  the  future.  If  physicians 
and  hospitals  of  a few  decades  ago  had  been  so  pro- 
grammed, where  would  our  vaunted  health  care  sys- 
tem be  today? 

Maybe  salvation  lies  in  Myers  Law:  Whatever 
works  won't  work  long.  Maybe  the  reverse  incentive 
— the  incentive  to  withhold  care  — will  collapse 
soon  enough  to  spare  the  country  the  long-range 
consequences. 

Peter  W.  Morris,  M.D. 

Birmingham,  AL 

Reprinted  with  permission  from  the  Alabama  Journal  of  Medical 
Sciences,  Vol.  21,  No.  3,  1984,  page  300-303. 


SCAM  OF  THE  MONTH 

Editor's  Note:  The  "Scam  of  the  Month"  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 

"Forged  or  stolen  record 
scam" 

Recently  investigators  in  the  Kansas  City  area 
have  interviewed  numerous  physicians  concerning 
their  prescribing  of  RITALIN  for  Narcolepsy,  DI- 
LAUDID  for  terminal  cancer,  SECONAL  and  TUINAL 
for  sleep  disorders,  etc.  In  all  of  these  cases  the  phy- 
sician had  prescribed  the  controlled  drugs  based  on 
hospital  and/or  medical  records  given  to  him  by  the 
patient. 
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Checking  the  copies  of  these  medical  records  it 
soon  became  clear  that  they  had  been  stolen  from 
several  area  hospitals.  The  real  patient's  name  had 
been  covered  with  correction  fluid,  a fake  name 
typed,  and  the  form  was  copied  so  it  looked  as 
though  nothing  had  been  altered. 

It  was  determined  an  organized  group  of  "Pro- 
fessional Patients"  were  obtaining  copies  of  medical 
records  from  a medical  records  technician  who 
worked  at  one  of  the  hospitals. 

Caution  • Physicians  are  cautioned  to  make  their 
own  diagnosis  of  patient  complaints  and  problems. 
Also,  previous  medical  histories  should  be  obtained 
in  writing  by  the  physician  from  hospitals  or  other 
physicians  or  requested  via  telephone.  Any  medical 
records  brought  in  by  the  patient  should  be  verified 
with  the  physician  or  hospital  involved,  especially 
those  indicating  treatment  with  Controlled  Drugs. 


CORRESPONDENCE 


Dear  Editor:  The  purpose  of  this  letter  is  to  ask  that 
your  organization  publish  certain  information  in 
The  Journal. 

Florida  Statutes  provide  for  the  issuance  of 
exemption  entitlement  parking  permits  for  handi- 
capped or  disabled  persons.  This  is  provided  in  Florida 
Statute  320.48.  These  parking  permits  allow  the 
holder  to  utilize  parking  places  provided  by  govern- 
mental agencies  and  private  concerns  for  disabled 
persons. 

The  requirement  for  obtaining  an  exemption 
entitlement  parking  permit  is  that  the  applicant  be 
"currently  certified  by  a physician  or  an  osteopathic 
physician  licensed  in  the  United  States,  by  the  Divi- 
sion of  Blind  Services  of  the  Department  of  Educa- 
tion, or  by  the  Veterans  Administration  as  being 
severely  physically  disabled  and  having  permanent 
mobility  problems  which  substantially  impair  his 
ability  to  ambulate  or  who  is  certified  as  legally 
blind." 

It  appears  that  some  physicians  are  certifying 
patients  even  though  their  condition  is  not  perma- 
nent, or  does  not  substantially  impair  their  ability  to 
ambulate. 

As  a result,  there  are  not  sufficient  handicapped 
parking  spaces  to  service  all  individuals  with  the 
exemption  entitlement  parking  permits.  Many  se- 
verely handicapped  persons  are  unable  to  park  in  the 
spaces  that  were  designated  for  them  because  less 
handicapped  individuals  or  non-handicapped  indivi- 
duals have  obtained  parking  permits. 


We  would  respectfully  request  that  your  Asso- 
ciation remind  its  members  that  such  certification 
should  only  be  given  when  the  patient  is  severely 
physically  disabled,  having  permanent  mobility 
problems  which  substantially  impair  their  ability  to 
ambulate  or  who  are  legally  blind. 

We  believe  that  if  this  is  brought  to  the  physi- 
cians’ attention  that  the  problems  can  be  greatly 
alleviated. 


George  H.  Snyder 
Chairperson 
Advisory  Board  for 
the  Disabled 
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NOTES  & NEWS 


Bums  A.  Dobbins  Jr,  M.D. 
1915  - 1985 


The  following  tribute  was  written  by  long-time  friend  Charles  K. 
Donegan,  M.D.  of  St.  Petersburg. 

Bums  A.  Dobbins,  M.D.,  passed  away  suddenly 
on  March  12,  1985,  shortly  after  attending  the  Board 
of  Governors  meeting  of  the  Florida  Medical  Associa- 
tion in  Tampa,  Florida  on  March  9,  1985. 

Dr.  Dobbins  graduated  from  the  University  of 
Florida  at  Gainesville  in  1935  and  from  Temple 
Medical  School  in  1939.  He  had  his  internship  at 
Philadelphia  General  Hospital,  and  his  residency  at 
Columbia  Presbyterian  Hospital.  During  World  War 
II,  he  was  in  the  United  States  Navy  attached  to  the 
88th  Naval  Construction  Battalion  and  was  dis- 
charged as  a Lieutenant  Commander  in  the  Medical 
Corp.  Shortly  after  this,  he  came  to  Fort  Lauderdale, 
where  he  was  one  of  the  county's  first  pediatricians 
and  retired  in  July,  1984.  He  was  active  in  many 
civic  organizations  through  the  years,  especially 
those  related  to  children,  too  many  to  be  enumerated. 

Dr.  Dobbins  served  on  the  Broward  County 
Medical  Association  Board  of  Trustees  from  1950- 
1955,  and  on  the  Board  of  Census  from  1955-1958, 
and  as  Broward  County  Medical  Association  President 
from  1960-1961.  Dr.  Dobbins  served  the  Florida 
Medical  Association  as  a Delegate  to  the  AMA  from 
1959  to  the  time  of  his  death.  He  was  a member  of 
the  Council  on  Medical  Services  of  the  AMA  from 
1963-1972.  He  was  on  the  Judicial  Council  by  an  ap- 
pointment made  by  the  President  of  the  American 
Medical  Association  from  1972-1982,  and  was  Chair- 
man of  the  Judicial  Council  of  the  AMA  from  1977- 
1979.  Dr.  Dobbins  also  served  at  the  national  level 
on  the  national  Blue  Shield  Board  for  several  years. 


Dr.  Dobbins  was  awarded  the  Broward's  Physi- 
cian of  the  Year  by  the  Caducean  Society,  an  exclu- 
sive, closed  medical  education  group  composed  of 
two  select  physicians  from  each  Broward  County 
specialty.  He  was  recognized  for  his  outstanding  ser- 
vice to  the  community  in  the  field  of  medicine  in 
1976.  It  was  noted  that  he  cared  for  many  thousands 
of  Broward's  youngsters  and  was  then  in  1976,  caring 
for  their  children.  He  was  Past  President  of  the 
Florida  Pediatric  Society. 

Dr.  Dobbins  was  active  in  the  Florida  Medical 
Association  throughout  his  medical  career  and  was 
appointed  to  the  Peer  Medical  Utilization  Committee 
at  its  beginning  in  1971  until  his  death  and  served 
on  that  committee  as  Vice-Chairman  the  last  few 
years.  Dr.  Dobbins  was  the  first  Chief  of  Staff  at 
Plantation  General  Hospital  and  served  as  the  Chair- 
man of  the  Board  there  from  1966-1983.  In  addition, 
he  was  Chief  of  Pediatric  Staff  at  the  Broward  General 
Medical  Center,  where  he  first  began  practicing  in 
1946.  Dr.  Dobbins  was  founder  and  director  of  Home- 
Owners  Life  Insurance  Company  and  the  United 
Federal  Savings  and  Loan  Association,  which  is  now 
known  as  California  Federal. 

Dr.  Dobbins  was  very  active  in  boating  circles; 
held  offices  at  the  Coral  Ridge  Yacht  Club  and  was 
President  of  the  Harbor  Beach  Surf  Club  and  as  fleet 
surgeon  for  the  Lauderdale  Yacht  Club.  He  was  noted 
for  his  dry  wit;  he  always  described  himself  as  a 
nickle-and-dime  doctor  to  illustrate  pediatrician's 
fees  were  much  lower  than  the  average  physician. 
Dr.  Dobbins  will  long  be  remembered  by  the  medical 
community  on  the  local,  state  and  national  levels. 
He  is  highly  respected  for  his  contributions,  not  on- 
ly to  medicine,  but  in  his  civic  duties  as  an  elder, 
trustee  and  deacon  of  the  First  Presbyterian  Church 
of  Lauderdale  and  was  a member  of  the  Board  of  the 
Westminister  Choir  College  of  Princeton,  New  Jersey 
for  many  years. 

Dr.  Dobbins  is  survived  by  his  wife,  Estelle,  son 
Burns  Alan  Dobbins  III,  who  is  an  attorney  in  Fort 
Lauderdale,  and  his  son  Timothy,  a minister  of  the 
Presbyterian  Church.  He  is  also  survived  by  daughter- 
in-law,  Marion,  two  grandsons,  and  a sister. 

FMA  receives  plaque  for  AMA 
membership  increase 

On  behalf  of  the  Florida  Medical  Association, 
FMA  President  Frank  C.  Coleman,  M.D.  received  a 
plaque  earlier  this  year  from  John  Coury,  M.D., 
Chairman  of  the  American  Medical  Association 
Board  of  Trustees,  in  recognition  of  FMA's  increase 
in  memberships  in  the  AMA  for  the  seventh  consec- 
utive year.  Florida  had  10,895  physicians  on  the 
AMA  membership  rolls  in  1984,  a gain  of  424  over 
1983. 
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Robert  T.  Watson,  M.D.  wins  1985 
Hippocratic  Award 

Graduating  seniors  at  the  University  of  Florida 
College  of  Medicine  presented  on  April  25  the  16th 
Annual  Hippocratic  Award  for  Teaching  Excellence 
to  Robert  T.  Watson,  M.D.,  a professor  of  neurology, 
neuroscience,  and  clinical  psychology  at  UF. 

Chosen  for  being  a teacher  that  "stimulates  the 
soul  and  inspires  the  mind,"  Dr.  Watson  received  an 
engraved  plaque  during  the  traditional  ceremonies 
held  on  the  front  lawn  of  Shands  Hospital. 

A native  of  Nashville,  Tennessee,  Dr.  Watson 
earned  both  his  B.S.  and  M.D.  degree  at  UF.  He 
completed  his  internship  at  the  University  of 
Alabama  Medical  College  and  University  Hospital 
before  returning  to  UF's  College  of  Medicine  to 
finish  his  residency.  Except  for  the  three  years  he 
was  in  private  practice  beginning  in  1977,  Dr.  Watson 
has  been  a part  of  UF's  Medical  School  faculty  since 
1973. 

Dr.  Watson  is  an  alumnus  of  UF's  1969  gradu- 
ating class  which  established  the  award  named  for 
Hippocrates,  the  fifth  century  Greek  physician  highly 
revered  for  his  effective  teaching  and  compassionate 
patient  care. 


DEAN'S  MESSAGE 


Tropical  medicine  in  semi- 
tropical  Florida 

Tropical  Medicine  encompasses  a heterogene- 
ous group  of  diseases,  mostly  infectious,  that  are 
either  unusually  prevalent  in  the  tropics  or  are  caused 
by  parasites  even  if  they  are  epidemiologically  tem- 
perate zone  problems.  In  either  case,  with  rare  ex- 
ceptions, they  are  uncommon  problems  in  the  con- 
tinental United  States.  Many  of  these  infectious 
diseases  are  the  products  of  underdeveloped  public 
hygiene  and  resource  limitation  which  plagues  the 
Third  World.  An  equal  share  are,  however,  limited 
to  the  tropics  by  climatic  and  environmental  factors 
that  determine  the  distribution  of  essential  insect, 
mollusk  .and  mammalian  intermediate  hosts.  In 
fact,  the  limited  prevalence  of  tropical  disease  in 
this  country  focuses  on  international  ports  of  entry 
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with  their  attnedant  immigrant  populations  and  in 
those  few  sunbelt  areas  that  by  climate  are  truly 
tropical.  In  this  sense,  Florida  receives  a double  dose 
of  exposure.  Infections  brought  by  U.S.  citizens 
vacationing  or  working  abroad  are  a minority. 

In  spite  of  Florida's  unusual  prevalence  of  tropi- 
cal afflictions  even  here  they  remain  too  scattered 
and  infrequent  to  support,  in  private  practice,  spe- 
cialists in  tropical  diseases  or  to  provide  Florida 
primary  care  physicians  with  the  sustained  expe- 
rience needed  to  deliver  optimum  care.  Diagnosis 
and  management  of  tropical  diseases  is  a responsi- 
bility accepted  by  Florida's  Colleges  of  Medicine. 
Faculty  status,  teaching  needs  and  research  programs 
provide  the  schools  the  justification  for  maintaining 
tropical  disease  specialists.  In  areas  geographically 
removed  from  medical  schools,  county  health  de- 
partments are  often  called  upon  to  support  this  ser- 
vice. On  the  whole  the  quality  of  care  delivered  to 
patients  with  these  exotic  diseases  is  excellent, 
although  it  may  occasionally  be  clumsy  to  access. 

The  colleges  of  medicine  have  a second  much 
less  appreciated  role,  the  prevention  of  establishment 
of  foci  of  tropical  diseases.  The  semi-tropical  en- 
vironment of  southern  Florida  has  already  proven 
receptive  for  exotic  tropical  immigrants  such  as 
walking  catfish,  giant  frogs,  the  melaleuca  tree  and  a 
termite  with  a willingness  to  consider  cement.  It 
can  be  an  equally  receptive  environment  for  filaria- 
sis,  malaira,  dengue  fever  and  yellow  fever,  all  of 
which  though  limited  by  the  requirement  for  specific 
insect  vectors  for  transmission  are  easily  accomo- 
dated by  our  rich  tropical  fauna. 

The  traditional  bastion  against  establishment  of 
such  diseases  has  been  slow  travel  and  quarantine, 
both  of  which  are  victims  of  technologic  progress. 
Only  good  luck  has  prevented  the  establishment  of 
endemic  foci  of  tropical  disease  in  Florida.  Perhaps 
as  a reminder  cholera,  now  known  to  be  a long  term 
resident  in  Florida's  estuaries,  has  recently  re- 
emerged  to  cause  sporatic  human  disease.  Budget 
constraints  have  steadily  eroded  federal  government 
resources,  largely  in  the  National  Centers  for  Disease 
Control,  that  have  in  the  past  bolstered  surveillance 
and  control.  It  would  be  timely  to  consider  the  level 
of  local  support  for  research  and  surveillance  of 
these  seemingly  exotic  problems. 


William  A.  Sodeman  Jr.,  M.D. 
Deputy  Dean  for  Academic  Affairs 
University  of  South  Florida 
College  of  Medicine 


~\  WORTH  REPEATING 

Alternative  care  systems: 
a commentary 

The  wind  bloweth  where  it  listeth,  and  thou 
hearest  the  sound  thereof,  but  canst  not  tell  whence 
it  cometh,  and  whither  it  goest  . . . 

— John  3:8 

Alabama  physicians,  like  John,  know  the  winds 
of  change  are  upon  them,  but  they  do  not  know 
whither  they  blowest. 

Alternative  care  systems,  in  earlier  incarnations, 
have  been  around  for  a long  time,  certainly  since  the 
early  1900s,  if  one  counts  medical  care  foundations. 
Not  until  1983,  however,  did  the  federal  govern- 
ment, in  its  infinite  wisdom,  produce  the  pressure 
that  generated  the  rush  to  create  all  manner  of  new 
marketplace  prostheses. 

It  may  be  instructive  to  go  back  a few  years  to 
review  the  conventional  economic  wisdom  that  was 
the  background  against  which  the  New  Order  has 
been  so  hastily  built.  The  medical  marketplace,  just 
about  everybody  was  saying,  represented  an  inversion 
of  classical  economic  theory.  If  competition  increased 
by  expanding  the  number  of  providers,  prices  should 
go  down.  But  in  the  perversity  of  the  medical  market- 
place, they  go  up.  Similarly,  the  theory  of  Economies 
of  Scale  should  mean,  the  high-domed  economists 
said,  that  increased  volume  brings  unit  costs  down. 
Instead,  they  skyrocketed. 

The  medical  marketplace  simply  refused  to  com- 
port with  any  economic  model.  When  GMENAC 
predicted  a physician  surplus,  those  untaught  in  the 
perversities  of  the  medical  marketplace  said  that 
when  the  supply  of  services  is  greater  than  the  de- 
mand, prices  would  fall.  The  topsy-turvy  theory  of 
the  medical  economics  said  they  would  rise  still 
higher,  since  everything  is  reversed  in  this  world  of 
Alice  Beyond  the  Looking  Glass. 

When  the  alarmed  business  community  began 
closely  studying  the  health  care  they  were  buying  for 
their  employees,  when  they  understood  that  all  the 
usual  economic  laws  are  either  suspended  or  reversed, 
they  too,  in  common  .with  the  federal  government, 
began  to  think  of  price  control. 

Alternative  systems,  whether  favored  by  gov- 
ernment or  industry,  whether  created  by  actuaries, 
third  party  payors  or  physicians,  mean  price  control 
by  definition.  Implicit  in  all  of  them  are  these  ideas: 
avoid  hospitals  wherever  possible,  by  preadmission 
certification,  by  inducements  to  preventive  med- 
icine, by  imposing  hospital  stay  norms  through  DRG, 
by  whatever  device.  The  first  disideratum  is  to  avoid 
hospitals,  if  possible,  and  to  curtail  use  when  avoid- 
ance is  impossible. 


Another  common  denominator  in  alternative 
care  systems,  including  those  with  hospital  contracts, 
is  a discount  in  some  form.  The  physician  is  asked  to 
reduce  fees,  to  accept  the  concept  of  a ceiling  on  fees 
(usually  less  than  actual  charges),  to  agree  to  a sched- 
ule, or  several  of  these  in  combination.  In  short,  he  is 
being  asked,  under  duress,  to  cut  his  prices.  So  is  the 
hospital.  Those  third  party  payors,  or  their  agents, 
with  the  most  market  leverage,  the  most  clout,  can 
often  get  the  best  deal. 

Assume,  for  the  sake  of  argument,  that  hospitals 
can  squeeze  a little  out  of  their  present  charges  with- 
out going  into  the  red  or  seriously  compromising 
quality.  A little,  I said.  Many  payors  are  demanding  a 
lot,  just  as  the  government  has  been  demanding  spe- 
cial consideration  for  its  patients. 

Until  recently,  it  was  possible  to  shift  Medicare 
costs  to  other  payors.  Now  it  is  these  very  other 
payors  who  are  themselves  demanding  what  can  only 
result  in  more  cost  shifting.  Since  the  free  lunch  has 
been  pretty  well  proven  to  be  nonexistent,  what  is  go- 
ing to  happen  if  every  payor  demands  price  conces- 
sions and  no  one  is  left  to  shift  these  costs  onto?  The 
United  States  may  now  be  at  that  point.  If  a hospital, 
to  meet  its  competition,  grants  concessions  and  runs 
out  of  shiftees,  nothing  is  left  to  do  but  go  out  of 
business.  Some  experts  are  saying  some  hospital 
failures  will  be  inevitable  in  any  case.  It  seems  just 
as  likely  that,  if  there  is  a physician  surplus,  some 
physicians  may  go  out  of  business  as  well. 

Suppose  these  closings  do  occur,  and  the  med- 
ical marketplace  then  begins  acting  like  the  classical 
marketplace.  Demand  continues  to  rise  while  supply 
falls.  Isn't  it  just  possible  that  the  same  thing  will 
happen  as  happens  in  the  cattle  market,  in  the  real 
estate  business,  and  in  general  retailing  when  there 
are  too  many  dollars  chasing  too  few  goods?  That  is 
the  classic  definition  of  inflation,  and  it  is  far  more 
likely  to  be  the  macro-economic  result,  over  time, 
than  the  aggregate  of  the  micro-economic  savings, 
here  and  there,  by  each  payor  concerned  primarily 
with  immediate  price. 

A leading  health  cost  specialist,  writing  in  the 
Harvard  Business  Review  of  January/February  1984, 
predicts  just  this,  and  more.  Richard  H.  Egdahl,  M.D., 
director  of  the  Boston  University  Medical  Center, 
says  that  alternative  care  systems,  designed  to  save 
money,  will  ultimately  increase  costs  because  they 
simply  expand  the  system.  The  system  must  con- 
tract, he  says,  if  industry  and  government  are  to 
realize  a reduction  in  price.  "Costs,  both  fixed  and 
variable,  associated  with  unused  capacity  must  be  re- 
moved from  the  system  rather  than  built  into  the 
price  of  the  remaining  services  delivered,"  he  writes. 

Egdahl  finds  that  many  of  the  alternative  deliv- 
ery systems  appear,  at  first,  to  result  in  savings  but 
actually  do  not.  Ambulatory  surgical  facilities  offer  an 
example.  Although  he  concedes  that  20  to  40  percent 
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of  the  surgical  procedures  traditionally  performed  in 
hospitals  can  be  done  safely  in  ambulatory  facilities, 
where  they  have  been  in  place  for  a time,  this  reduc- 
tion in  inpatient  procedures  has  not  occurred.  There 
are  several  reasons:  (1)  the  considerable  variability  in 
the  use  of  elective  surgery;  (2)  a surplus  of  surgeon 
specialists  in  many  metropolitan  areas  where,  accord- 
ing to  studies,  a direct  correlation  exists  between  the 
number  of  surgeons  and  the  number  of  surgical  proce- 
dures performed;  (3)  an  increase  in  the  rate  of  hospital 
operations  as  well  as  ambulatory  surgery  on  a per 
capita  basis;  (4)  physician  competition,  which  has  led 
to  successful  marketing  techniques  from  that  of  in- 
creasing "the  public's  desire  for  elective  surgery." 

Additionally,  Egdahl  says,  some  hospitals  have 
established  outpatient  surgical  programs,  but  these 
have  not  "decreased  inpatient  surgical  capacity." 
On  the  contrary,  "net  increases  in  surgical  volume 
(and  overall  expense)  have  often  been  the  result." 

What  all  this  means,  Egdahl  says,  "is  that  the 
saving  from  carrying  out  ambulatory  surgery  must 
depend  on  some  kind  of  overall  community  agree- 
ment about  limiting  total  surgical  volume,  and  that 
agreement  simply  does  not  exist."  The  alternative 
systems  result  in  expanding  the  system,  not  shrink- 
ing it,  and  also  result  in  enhancing  demand  instead 
of  bringing  it  down.  Unit  prices  may  look  great,  but 
the  bottom  line  keeps  swelling. 

Industry,  Egdahl  says,  has  succeeded  in  many 
communities  in  reducing  admissions,  length  of  stay, 
and  unit  cost.  But  with  what  result?  The  average 
cost  per  hospital  day  goes  up  and  hospital  capacity 
is  freed  for  other  patients.  Elospitals,  like  nature, 
abhor  vacuums,  and  somehow  that  capacity  will  be 
used.  The  hospital's  first  duty,  like  any  institution, 
is  survival. 

' 'Thus, ' ' he  says,  ' 'while  a company  may  reduce 
its  costs  for  the  particular  patient  served,  unless 
there  is  programmed  shrinkage  of  hospital  capacity 
and  related  staffing  costs,  there  will  be  no  system 
savings  and  probably  a cost  increase  for  the  commu- 
nity." Once  again,  that  company  has  simply  muscled 
a cost  shift  to  somebody  else,  and  the  somebody- 
elses  are  getting  fewer  and  fewer. 

Lab  tests  are  another  quandary,  he  writes.  Reduc- 
ing lab  tests  without  "reducing  laboratory  staff  and 
equipment  purchases  will  not  result  in  savings  and 
may  result  in  increases  to  the  rest  of  the  community." 

These  and  other  actions  by  government  or  corpo- 
rations do  not  result  in  overall  savings.  Support  for 
health  planning  initiatives,  such  as  rate  setting  and 
capital  expenditure  constraints;  competition,  such  as 
that  provided  by  HMOs  and  PPOs,-  redesigned  health 
plans;  individual  cost-management  programs,  such  as 
second  surgical  opinions;  bonuses  to  employees  for 
not  using  health  benefits;  and  analysis  and  negotia- 
tion of  large  and  potentially  excessive  insurance 
claims  will  not  create  community  cost  savings. 
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What  will?  Nothing,  Egdahl  believes,  but  draco- 
nian methods  similar  to  a controversial  law  passed 
in  Massachusetts  in  1982,  which  simply  froze  hospi- 
tal budgets  at  levels  that  forced  hospital  layoffs, 
forced  deferral  of  maintenance,  and  reduced  new 
hospital  programs. 

What  this  theory  means  nationally,  and  Egdahl 
seems  to  believe  there  is  no  other  way,  is  that  a lot  of 
hospitals,  doctors,  nurses,  administrators  and  others 
will  have  to  be  forced  out  of  business. 

Then  what?  What  usually  happens  after  such 
freezes  is  that  pent-up  demand  finally  blows  off  the 
constraints,  one  way  or  another,  and  the  resulting 
expansion  creates  inflationary  cost  add-ons  that  not 
only  erase  whatever  savings  might  have  been  but 
also  dramatically  increase  costs  over  time. 

Alabama  State  Health  Officer,  Dr.  Ira  Myers, 
has  been  in  public  health  longer  than  anyone  else  at 
this  level  in  any  state.  From  this  vast  experience  he 
has  evolved  Myers  law:  "Whatever  works,  won't 
work  long." 

This  sentiment  among  confused  physicians 
accounts  for  much  of  their  dismayed  belief  that  the 
wind  bloweth  where  it  listeth  and  none  can  know 
what  will  survive.  In  the  short  term,  physicians  are 
not  so  much  interested  in  what  the  various  contracts 
offer  them  this  year.  They  wonder  about  next  year, 
and  the  year  after,  when  all  the  magic  solutions  begin 
to  sour,  as  Egdahl  suggests  they  will,  and  even  more 
heroic  sacrifices  are  required  of  physicians.  Who  will 
be  left  holding  every  bag?  Physicians  receive  less 
than  20  cents  of  the  total  health  care  dollar  but, 
seemingly,  already  get  about  80  percent  of  the  blame 
dollar.  Those  ratios  are  not  likely  to  change. 

California  has  moved  toward  encouragement  of 
a two-tiered  system,  but  the  frantic  scrambling  for 
market  share  by  various  competing  delivery  systems 
there  was  linked,  back  in  February,  to  all-out  war  by 
one  executive,  close  to  the  scene. 

Robert  D.  Burnett,  M.D.,  President  of  the  Cal- 
ifornia Medical  Association,  addressed  his  comments 
earlier  this  year  to  one  aspect  of  the  war.  The  state- 
wide "Prudent  Buyer  Plan"  by  Blue  Cross  is,  he  said, 
"part  of  the  unhealthy  trend  of  the  companies  with 
the  most  muscle  getting  the  largest  discounts  and 
the  poor  guy  down  the  street  paying  full  price." 
PPOs,  he  said,  "just  lead  to  more  cost  shifting  . . . 
the  same  old  problem." 

Burnett  had  his  own  ominous  prediction,  which 
may  explain  some  of  the  anxiety  physicians  feel 
about  what  will  happen  next  year.  He  said  that  each 
succeeding  year,  Blue  Cross  "will  sign  up  fewer  and 
fewer  physicians  and  pay  an  increasingly  reduced 
rate  to  nonparticipating  doctors." 

Although  patients  will  be  given  lists  of  participat- 
ing doctors,  "they  will  think  insurance,  and  go  for 
care  outside  the  plan."  The  more  often  subscribers  go 


to  nonparticipating  doctors,  the  less  it  will  cost  Blue 
Cross,  he  said. 

In  other  words,  Burnett  is  saying  much  of  what 
Egdahl  said  has  been  the  result  of  marketing  efforts 
on  behalf  of  freestanding  emergency  centers:  The 
public  gets  only  part  of  the  message,  having  little 
idea  of  what  a PPO  is  and  caring  even  less. 

Egdahl  says  that  a major  complicating  factor  in 
controlling  health  care  costs  is  the  recent  growth  in 
proprietary  hospitals,  ambulatory  care  centers,  and 
prepaid  health  plans: 

It  is  not  hard  to  accept  that  potential  good  can 
come  from  introducing  the  rigors  of  the  market- 
place into  such  large  businesses  as  hospitals, 
where  hundred-million-dollar  budgets  are  com- 
mon, but  it  is  hard  to  see  where  the  introduction 
of  profit-making  competition  into  the  health 
care  delivery  system  will  redirect  health  cost 
trends,  since  studies  suggest  that  much  of  the 
proprietary  hospitals'  profits  come  from  higher 
prices  and  greater  use  of  laboratory  tests. 

Also,  rapid  entrance  of  proprietary  companies  in 
the  health  care  delivery  area  "will  undoubtedly  re- 
sult in  an  additional  influx  of  capital  into  the  sys- 
tems, adding  fuel  to  the  fire."  Egdahl  continues: 

A major  concern  about  potential  future  domi- 
nance of  the  for-profits  in  the  health  care  market 
relates  to  their  rather  narrow  focus  on  making 
money,  rather  than  the  integrity  of  the  entire 
health  care  system.  A large  amount  of  research 
and  technology  development  goes  on  in  major 
nonprofit  medical  centers. 

These  are  creative  and  important,  albeit  ex- 
pensive, centers  for  training  undergraduate 
physicians  and  residents.  Nonprofit  hospitals 
also  treat  the  majority  of  people  who  cannot  af- 
ford to  pay.  These  societally  important  purposes 
will  not  be  prime  objectives  for  the  proprietary 
hospitals. 

The  only  constant  in  life,  Pascal  said,  is  change. 
Physicians  are  no  strangers  to  change,  but  it  is  pecu- 
liar to  their  professional  experience  that  change  is 
always  fraught  with  uncertainty.  Last  year's  highly 
touted  new  drug  or  procedure  is  this  year's  taboo 
because  of  untoward  results  that  no  one  foresaw. 
Any  physician  who  has  been  in  practice  long  enough 
has  developed  a suspicion  of  miracle  cures.  That 
easily  translates  into  suspicion  of  the  plethora  of 
economic  panaceas. 

The  paramount  consideration  in  trying  to  fore- 
cast what  will  come  of  all  this  is  one  revolutionary 
change:  For  the  first  time  in  the  history  of  the  profes- 
sion, physicians  will  be  paid  not  to  do  something  in- 
stead of  doing  things.  In  a way  foreign  to  most  physi- 
cians, HMOs  pay  physicians  a bonus  from  the  surplus 
accumulated  when  medical  care  is  not  delivered. 

All  the  incentives  so  far  revealed  reward  both 
the  patient  and  the  physician  for  avoiding  the  hospi- 


tal. The  nonprovision  of  care,  and  I can  think  of  no 
other  label  for  it,  is  something  doctors  know  nothing 
about.  They  were  trained  to  use  whatever  is  needed 
and  available  on  behalf  of  patients. 

A common  assumption  seems  to  run  through  all 
the  alternative  care  systems  that  quality  will  remain 
high  while  quantity  of  services  is  reduced.  Nobody 
really  knows  that.  Nor  does  anyone  really  know 
whether  access,  which  has  itself  been  the  target  of 
criticism  over  recent  years,  will  remain  about  as  it 
is.  Physicians  have  the  vague  impression,  arising 
from  even  vaguer  national  explanations,  that  the 
American  expenditure  on  medicine  will  remain 
about  where  it  is  but  the  distribution  will  change. 
Will  those  changes  make  for  a higher  or  lower  qual- 
ity? Only  the  future  will  determine  that,  but  I think 
almost  everyone  is  keeping  fingers  crossed. 

Unless  someone  can  stand  back,  like  King 
Canute,  demanding  the  waves  to  halt,  improvements 
in  medical  technology  will  continue.  Will  the  impre- 
sarios simply  tell  institutions  and  the  public  that 
they  cannot  have  any  more  improvements?  That  is 
exactly  what  happened  recently  when  an  interna- 
tionally famous  cancer  center  in  the  East  was  denied 
a Certificate  of  Need  for  one  of  the  latest  pieces  of 
wizardry,  a Nuclear  Magnetic  Resonance  machine. 
Oncologists  say  NMR  will  have  a profound  effect  on 
diagnosis  and  therapy  because  of  its  clear  window  on 
the  soft  tissues.  Imagine  the  public  outcry  when  pa- 
tients are  said  to  be  denied  the  chance  to  live  — as 
may  happen  — because  the  NMR  is  too  expensive. 

At  this  juncture,  physicians  are  being  asked  to 
ration  health  care  but  told  this  is  a transition  period 
and  that  all  may  change.  Change  to  what?  If  Amer- 
ican medical  resources  are  to  be  rationed,  by  what- 
ever fancy  language,  who  is  going  to  do  the  rationing 
over  the  long  haul? 

This  revolution  presents  all  kinds  of  ethical 
Gordian  knots.  Doctors  have  been  imbued  with  the 
sanctity  of  the  physician-patient  relationship.  The 
concept  of  physician  as  patient's  advocate  is  as  old  as 
medicine.  Now  they  are  told,  "that  won't  do.  It's  too 
expensive."  In  a trice,  the  physician  is  being  told 
that  his  first  duty  is  to  the  system,  to  the  hospital,  to 
the  DRG,  to  the  bottom  line,  to  whatever. 

Legal  scholars  have  already  pointed  out  some 
pretty  dangerous  ground  under  this.  Through  history, 
the  physician  has  had  the  privilege,  and  the  cor- 
responding responsibility,  of  a virtually  inviolate 
trust  relationship  with  his  patient.  In  some  states, 
this  relationship  is  even  codified  into  statutes  relat- 
ing to  fiduciary  relationships.  It  may  be  manifestly 
illegal  for  physicians  in  some  states  even  to  consider 
a duty  above  that  he  owes  the  patients.  In  other 
states,  it  is  certainly  a powerful  ethical  question. 

Finally,  what  is  going  to  happen  to  hospitals 
when  we  cut  back  on  all  their  profits?  Ten  years  from 
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now,  many  nonprofits  may  be  totally  outmoded. 
This  could  be  a time  bomb  as  for-profits  and  not-for- 
profits  alike  skimp  on  technology,  or  medical  educa- 
tion, or  everything,  with  eyes  fixed  on  the  profits- 
and-losses  sheet.  As  a television  commercial  declared 
a few  years  ago,  '“Pay  me  now  or  pay  me  later."  A 
small  investment  now,  if  ignored,  is  going  to  become 
a whopping  one  down  the  road. 

In  their  best-selling  book  on  American  manage- 
ment, In  Search  of  Excellence,  Peters  and  Waterman 
point  to  the  short  life  of  companies  interested  only 
in  the  near  term.  Those  companies  do  not  grow,  do 
not  expand,  contribute  little  to  society,  and  do  not 
survive  over  the  long  haul.  But  the  very  myopia  the 
book  condemns  is  what  is  being  asked  of  the  vast  and 
unequalled  American  health  care  system.  This  year's 
bottom  line  (and  maybe  next  year's)  is  as  far  as  man- 
agers are  asked  to  look  into  the  future.  If  physicians 
and  hospitals  of  a few  decades  ago  had  been  so  pro- 
grammed, where  would  our  vaunted  health  care  sys- 
tem be  today? 

Maybe  salvation  lies  in  Myers  Law:  Whatever 
works  won't  work  long.  Maybe  the  reverse  incentive 
— the  incentive  to  withhold  care  — will  collapse 
soon  enough  to  spare  the  country  the  long-range 
consequences. 


Peter  W.  Morris,  M.D. 
Birmingham,  AL 


Reprinted  with  permission  from  the  Alabama  Journal  of  Medical 
Sciences,  Vol.  21,  No.  3,  1984,  page  300-303. 


SCAM  OF  THE  MONTH 


Editor's  Note:  The  "Scam  of  the  Month”  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 


"Forged  or  stolen  record 
scam" 


Recently  investigators  in  the  Kansas  City  area 
have  interviewed  numerous  physicians  concerning 
their  prescribing  of  RITALIN  for  Narcolepsy,  DI- 
LAUDID  for  terminal  cancer,  SECONAL  and  TUINAL 
for  sleep  disorders,  etc.  In  all  of  these  cases  the  phy- 
sician had  prescribed  the  controlled  drugs  based  on 
hospital  and/or  medical  records  given  to  him  by  the 
patient. 
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Checking  the  copies  of  these  medical  records  it 
soon  became  clear  that  they  had  been  stolen  from 
several  area  hospitals.  The  real  patient's  name  had 
been  covered  with  correction  fluid,  a fake  name 
typed,  and  the  form  was  copied  so  it  looked  as 
though  nothing  had  been  altered. 

It  was  determined  an  organized  group  of  "Pro- 
fessional Patients"  were  obtaining  copies  of  medical 
records  from  a medical  records  technician  who 
worked  at  one  of  the  hospitals. 

Caution  • Physicians  are  cautioned  to  make  their 
own  diagnosis  of  patient  complaints  and  problems. 
Also,  previous  medical  histories  should  be  obtained 
in  writing  by  the  physician  from  hospitals  or  other 
physicians  or  requested  via  telephone.  Any  medical 
records  brought  in  by  the  patient  should  be  verified 
with  the  physician  or  hospital  involved,  especially 
those  indicating  treatment  with  Controlled  Drugs. 


~~\  CORRESPONDENCE 


Dear  Editor:  The  purpose  of  this  letter  is  to  ask  that 
your  organization  publish  certain  information  in 
The  Journal. 

Florida  Statutes  provide  for  the  issuance  of 
exemption  entitlement  parking  permits  for  handi- 
capped or  disabled  persons.  This  is  provided  in  Florida 
Statute  320.48.  These  parking  permits  allow  the 
holder  to  utilize  parking  places  provided  by  govern- 
mental agencies  and  private  concerns  for  disabled 
persons. 

The  requirement  for  obtaining  an  exemption 
entitlement  parking  permit  is  that  the  applicant  be 
"currently  certified  by  a physician  or  an  osteopathic 
physician  licensed  in  the  United  States,  by  the  Divi- 
sion of  Blind  Services  of  the  Department  of  Educa- 
tion, or  by  the  Veterans  Administration  as  being 
severely  physically  disabled  and  having  permanent 
mobility  problems  which  substantially  impair  his 
ability  to  ambulate  or  who  is  certified  as  legally 
blind." 

It  appears  that  some  physicians  are  certifying 
patients  even  though  their  condition  is  not  perma- 
nent, or  does  not  substantially  impair  their  ability  to 
ambulate. 

As  a result,  there  are  not  sufficient  handicapped 
parking  spaces  to  service  all  individuals  with  the 
exemption  entitlement  parking  permits.  Many  se- 
verely handicapped  persons  are  unable  to  park  in  the 
spaces  that  were  designated  for  them  because  less 
handicapped  individuals  or  non-handicapped  indivi- 
duals have  obtained  parking  permits. 


We  would  respectfully  request  that  your  Asso- 
ciation remind  its  members  that  such  certification 
should  only  be  given  when  the  patient  is  severely 
physically  disabled,  having  permanent  mobility 
problems  which  substantially  impair  their  ability  to 
ambulate  or  who  are  legally  blind. 

We  believe  that  if  this  is  brought  to  the  physi- 
cians' attention  that  the  problems  can  he  greatly 
alleviated. 


George  H.  Snyder 
Chairperson 
Advisory  Board  for 
the  Disabled 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.1  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 


Simply  start  with  80  mg  once  dai  ly.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
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25  The  appearance  of  these  capsules 

. is  a registered  trademark 

■ -L  of  Aye's*  Laboratories 


80  mg.  1 20  mg  1 60  mg 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 


Once-daily 

Forbetat,l&ilNDERAL  LA 

(PROPRANOLOL  HCI)  L<CAPSULESG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR.) 
INDERAL’  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope,  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ot  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  ettects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamme  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
bstd  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependenl  diabetes.  In  these  patients,  it  may  be  more 
difficult  lo  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block:  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory:  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  tor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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q know  it's  not  your 
I iryday  patient  problem. 

I :oholism  is  far  different 
m most  other  diseases. 
Lients  try  to  hide  it  from 
la.  They  resist  treatment. 
I ey  deny  they  have  the 
lease  at  all. 

Such  a complex  physical 
I i emotional  problem 
ft  lally  requires  extensive 
J dilation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  County, 
v 813/447-4806)  any- 

time,  day  or  night . 

BROOKWOOD 

Recovery  Centers 

A health  care  service  of 
American  Medical  International 
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P.O.  Box  2411 
Jacksonville,  FL  32203 


—A  collection  of  over  700  gastronomical 
delights. 

—Eight  sections  from  appetizers  to  desserts 
including  many  outstanding  game,  seafood 
and  sauce  recipes. 

—Full  color  cover  with  original  pen 
and  ink  illustrations  dividing  the  sections. 

— Spiral  bound  and  indexed  with  menus, 
helpful  hints  and  potpourri. 

—Compiled  by  the  Florida  Medical 
Association  Auxiliary  for  the  benefit 
of  health  related  projects. 


Please  send  me copies  of  Rx  For  Fine  Dining  at  $10.00  per  copy  plus  $1.30  for  postage  and 

handling.  Florida  residents  add  $.50  sales  tax. 

Make  checks  payable  to  — COOKBOOK  PROJECT,  FMA-A 

P.O.  BOX  2411 
JACKSONVILLE,  FL  32203 

Name 

Address 

City,  State,  Zip 

COOKBOOKS  MAKE  GREAT  GIFTS! 


FMA  AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 

Reflections  of  an  Auxiliary  year 


"To  cultivate  friendly  relations  and  to  promote 
mutual  understanding  among  the  families  of  medical 
doctors"  is  the  first  objective  of  the  Florida  Medical 
Association  Auxiliary;  and  with  the  winds  of  change 
blowing  in  medicine's  direction,  this  objective  has 
become  particularly  significant. 

The  Auxiliary  spent  a great  amount  of  time  this 
year  working  on  the  Reason  '84  campaign.  It  was  a 
chance  to  put  our  resources,  time  and  talents  to- 
gether to  assist  the  FMA.  While  we  felt  really  crushed 
when  the  initiative  was  struck  down,  we  can  also 
see  that  it  had  beneficial  effects.  It  sparked  a legisla- 
tive interest  that  was  only  an  ember  into  a full  flame 
and  activated  members  who  had  only  been  on  the 
sidelines  before. 

For  many  years,  the  Auxiliary  has  placed  com- 
munity educational  projects  and  philanthropic  pro- 
grams as  the  priority  for  growth.  Today's  medical 
spouse  is  besieged  with  requests  to  participate  in  a 
variety  of  worthwhile  activities.  And  in  order  to 
grow  as  an  Auxiliary,  we  have  had  to  keep  up-to-date 
on  the  needs  of  our  state. 

t 

Even  though  we  are  the  second  largest  state 
Auxiliary  in  the  nation,  we  have  unbelievable  poten- 
tial in  membership. 


This  year  we  are  very  proud  of  our  progress  in 
the  field  of  aging.  The  success  of  the  Medi-File  was 
due  to  the  joint  efforts  of  the  Auxiliary  and  the  FMA 
staff.  The  state  aging  chairman,  public  relations 
chairman  and  I attended  the  Governor's  Commission 
on  Aging  meetings  in  Tallahassee,  and  from  that  are 
becoming  active  in  working  on  Alzheimer's  legisla- 
tion. 

It  was  a thrill  for  us  to  have  Mrs.  Adele  Graham, 
the  Governor's  wife,  making  our  public  service 
announcements  on  the  Medi-Files. 

On  a more  personal  level,  I did  not  realize  the 
enormity  of  being  president  of  this  multiphasic  or- 
ganization. I have  loved  the  traveling  around  the 
state,  meeting  and  working  with  Auxilians,  having 
the  honor  of  attending  and  reporting  first  hand  to  the 
FMA  Board  of  Governors,  and  the  opportunity  of 
working  with  Dr.  Frank  Coleman. 

There  was  so  much  to  accomplish  that  the  year 
just  flew  by  and  I am  proud  to  report  that  the  1984-85 
year  was  a year  IN  ACTION. 

Mrs.  Laurin  G.  Smith 
President 
FMA  Auxiliary 
1984-1985 
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"A  MEDIC  Computer  System 
is  an  excellent  way  to  maintain 
a healthy  private  practice.  It's 
the  system  we  recommend 
to  our  6000  medical  clients'' 

W.  Fred  Mangan,  President 

The  PM  Group 

Black  and  Skaggs  Associates 


The  PM  Group,  nationally  recognized  man- 
agement consultants  to  the  medical  community, 
recommends  one  computer  system. The  MEDIC 
Computer  System. 

After  reviewing  more  than  60  systems,  a 
special  PM  Group  computer  committee  judged 
the  MEDIC  System  to  best  serve  the  needs  of  their 
private  practicing  physicians.The  system  most  able 
to  be  tailored  to  individual  needs.The  system  that 
offers  superior  customer  training  and  support. 


We'd  like  to  show  you  how  a MEDIC  System 
can  help  your  practice,  like  it's  helped  over 
200  others.  Because  we  want  your  en- 
dorsement too. 


P.O.  Box  272110,  Tampa,  Florida  33688, 813/962-2480  or  outside  Florida  call  toll  free  1-800-334-8534 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 

Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


lessly alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patienf  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 

PMIs  help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
oayment  to: 

°MI  Order  Dept. 

^erican  Medical  Association 
’.O.  Box  8052 

tolling  Meadows.  IL  60008 

Please  print) 

'lame 


\ddress . 


-ity- 


itate/Zip . 


lumber 

>f  pads  PMI  Number  and  Title 


027  Allopurinol 
018  Belladonna  Alkaloids  and 
Barbiturates 
012  Benzodiazepines 
004  Beta-Blockers 
009  Cephalosporins— Oral 
032  Chloramphenicol — Oral 
017  Cimetidine 

031  Clindamycin/Lincomycin — Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives — Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

. 049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

043 

Antihistamines 

022 

Haloperidol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethacin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (for  psoriasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyldopa 

045 

Pentazocine — Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 

011 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazide 

007 

Oral  Antidiabetes  Medicines 

060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins— Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

042 

Tricyclic  Antidepressants 

Oxyphenbutazone 

Total  number  of  pads  (5  pad  minimum 

019 

Phenytoin 

50  PMIs  per  pad) 

037 

Quinidine/Procainamide 

$ 1.00 

Per  nnd 

020 

Sulfonamides 

. 

008 

Tetracyclines 

$ 

£ 

Subtotal 

002 

Thiazide  Diuretics 

V 

Residents  of  IL  and  NY  must 

029 

Thyroid  Replacement 

add  appropriate  sale  tax  to  subtotal 

025 

Valproic  Acid 

$ 

Total  payment  (check  enclosed) 

OVER  100,000 
PHYSICIANS  READ 
POSTGRADUATE  MEDICINE* 


'January  1985  Media-Chek 
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CHEK 


legalizing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


We  can 
Help 
Bridge 
the  Gap 

in  patient  education 

The  Digestive  Diseases 
Clearinghouse  offers: 

• an  inquiry  and 
referral  system  that 
responds  to  more  than 
12,000  requests 
annually 

• up-to-date,  accurate 
patient  and  professional 
educational  materials 
free  of  charge 

• current 

information  on  research 
developments  in 
digestive  diseases 

For  more  information, 
write  the: 

Digestive 

Diseases  Clearinghouse 

1555  Wilson  Blvd. 
Suite  600J 
Rosslyn,  VA  22209 


DEPARTMENT  OF  HEALTH 
AND  HUMAN  SERVICES 
Public  Health  Service 
National  Institutes  of  Health 
National  Institute  of  Arthritis, 
Diabetes,  and  Digestive 
and  Kidney  Diseases 


For  patient’s 

comfort/convenience 

in  choice  of 


LIPONICIN 

Nicotinic  Acid  Therapy 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


3 strengths 


Gradual  Release  iM'iiilif- 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


in  a special  base  ot  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 
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LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  ol  100.  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feel,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO  NICIN*  100 
mg  or  250  mg  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Ellacta:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


(br^Dthe  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Meetings 

Accepted  by  the 
FMA  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


JUNE 


Neonatal  & Pediatric  Respira- 
tory Disease  Conference, 

June  6-9,  Sheraton-Sand  Key 
Resort  Hotel,  Clearwater 
Beach.  For  information: 
Myrtle  Larson,  R.N.,  Gulf 
Coast  Lung  Assn.,  6160 
Central  Ave.,  St.  Petersburg 
33707. 

American  & European  Views 
on  Critical  Care,  June  8-15, 
Cannes,  France.  For  info.: 
Sonja  Craythorne,  Dept,  of 
Anesthesiology,  Univ.  of 
Miami,  Miami  33101,  (305) 
547-6411. 

Coronary  Artery  Disease  and 
Sudden  Death:  Primary  and 
Secondary  Prevention,  June 
14-16,  Hyatt  Grand  Cypress, 
Orlando.  For  information: 
Margaret  Kleiger,  64  Inverness 
Dr.  E.,  Englewood,  CO  80112, 
(303)  790-8445. 


Emergency  Care:  The  Pedia- 
trician’s Turf,  June  15-19, 
Sheraton  Sand  Key  Hotel, 
Miami.  For  info:  Gilbert 
Pitisci,  2902  Beach  Drive, 
Tampa  33609. 

10th  Annual  Florida  Suncoast 
Pediatric  Conference,  June 
15-19,  Sheraton  Sand  Key 
Hotel,  Clearwater  Beach.  For 
information:  Gilbert  Pitisci, 
M.D.,  2902  Beach  Dr.,  Tampa 
33609,  (813)  870-3720. 

Advances  in  Internal  Medi- 
cine, June  23-28,  France.  For 
information:  Div.  of  CME,  P.O. 
Box  016960,  Miami  33101, 
315-547-6716. 

JULY 

Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  July  26-28, 
Orlando  Hyatt,  Kissimmee. 
For  information:  Stephen 
Mattingly,  5808  S.  Rapp 
Street,  Littleton,  CO  80120, 
(303)  798-9682. 

AUGUST 

Controversies  in  Carcinoma 
of  the  Breast,  August  7-10, 
Hyatt  Regency  Grand  Cy- 
press, Orlando.  For  info: 
Charleen  Krissman,  12901  N. 
30th  St.,  Tampa  33612,  (813) 
974-2538. 


A American 
Diabetes 
. Association 


The  American  Diabetes  Association 
through  its  service,  education  and 
research  programs,  gives  help  today 
and  hope  for  tomorrow  to  all  children 
and  adults  with  diabetes.  YOU  can  help 
support  these  projects  by  calling  your 
local  DIABETES  ASSOCIATION,  listed 
in  your  telephone  directory. 

CALL  TODAY! 

Florida  Affiliate 
(305)  894-6664 


.A  he  Florida  Department 
of  Health  and  Rehabilitative 
Services  (DHRS)  recently 
approved  the  protocols  for 
a series  of  investigational 
clinical  studies  sponsored  by 
Life  Sciences,  Inc.  to  evalu- 
ate  the  treatment  of  certain 
neoplastic  and  infectious 
diseases  with  human  leuko- 
cyte interferon. 

APPROVED 

These  investigational 
studies  will  treat  the  follow- 
ing diseases: 

• Renal  Cell  Carcinoma 

• Hairy  Cell  Leukemia 

• Lymphocytic  Leukemias 

• Malignant  Melanoma 

• Non-Hodgkin’s 
Lymphoma 

• J uvenile  Laryngeal 
Papillomatosis 

Life  Sciences  investiga- 
tional clinical  studies  are 
open  only  to  Florida  physi- 
cians and  their  patients  who 
are  residents  of  the  State  of 
Florida. 

For  further  information 
contact: 

Carol  A.  Smith,  Ph.D. 

Clinical  Monitor 
Life  Sciences,  Inc. 

2900  72nd  Street  North 
St.  Petersburg,  FL  33710 
Telephone  (813)345-9371 


Leukocyte  interferon  for 
treatment  of  patients  accrued 
into  these  investigational 
studies  under  approved  protocols 
is  available  from  the  sponsor  on 
a for-purchase  basis. 


0 Life  Sciences  he. 
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Who  wants  to  be 
in  a building 
full  of  doctors? 


Doctors,  that's  who.  Most  medical  professionals  realize  the 
advantages  of  locating  with  others  in  their  field.  Support 
services,  referrals,  and  consultants  for  example. 

The  experts  at  American  Medical  Properties  realize  that 
sicians  have  special  needs  when  it  comes  to  office  space, 
at's  why  they're  specialists.  AMP  handles  only  medical  space. 

Whether  you  want  to  lease  or  purchase,  AMP  has  the 
prime-location  suite  that's  perfect  for  your  practice.  In  building 
that  are  occupied  by  other  successful  professionals  like  yourse 

By  the  way,  we  can  also  show  you  how  to 
engineer  a condominium  conversion  of  y our 


That's 


building.  That  way,  you  can  stay  where  you  are, 
get  renewed  tax  benefits  and  your  tenants 
can  own  their  offices. 


Call  American  Medical  Properties. 
It's  one  of  the  smartest  moves  you 
can  make. 


American 
Medical 
Properties 


2222  Ponce  de  Leon  Boulevard,  Coral  Gables,  FL  33134  (305)  446-8416 


No  need  for  dosage  calculations 


YOUTH 
AT  RISK 
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Outward  Bound 
Directive 

A Special  Program 
That  Works. 

The  Hurricane  Island  Outward 
Bound  Directive  Program  is  a 
deliberately  structured  outdoor 
educational  process  dealing 
with  motivational  and 
behavioral  problems. 

By  overcoming  the  challenges 
of  this  special  Outward  Bound 
course,  the  students  steadily  , 
develop  their  self-image, 
sense  of  responsibility  and  the 
will  to  achieve. 

Many  schools  have  recognized  the  significance  of  the  Outward  Bound 
experience  by  granting  high  school  credit  during  the  school  year. 

Florida  Program  — Febmary-December  Maine  Program  — June-September. 

Send  for  free  descriptive  catalog  or  call  toll-free  1-800341-1745  for  more  information. 


Inquire 

now, 

before  it’s 
too  late! 


Name 


Street 


City 


State 


Zip 


□ Send  financial-aid  information. 


Send  to:  Hurricane  Island  Outward  Bound  School,  823  Thomasville  Rd. 
Tallahassee,  FL  32303. 


CLASSIFIED  ADVERTISING  ORDER  BLANK 


(PLEASE  PRINT  OR  TYPE) 

Name: 

Address:  


Phone: 


AD  COPY 


INSERTION  DATA 


Run  ad  for  the  month(s)  of:  

□ Check  here  for  box  number  ($1.00  additional) 

Place  Ad  Under:  (mark  one) 

□ Physicians  Wanted  □ Real  Estate  □ Equipment 

□ Situations  Wanted  □ Art  □ Services 

□ Practices  Available 

□ Enclosed  is  my  check  in  the  amount  of  $ (payable  to  the  FMA) 

□ Please  bill 


Signed  

CLOSING  DATE:  First  of  the  preceding  month. 

Detach  and  return  to  The  Journal  of  the  Florida  Medical  Association,  Inc.,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 


For  further  information,  including  rates  for  display  advertising,  call  Mrs.  Mary  N.  Fouraker,  (904)  356-1571. 


Classified 

Ads 

Classified  advertising  rates 
are  $10.00  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word. 
Deadline  is  first  of  the 
month  preceding  month 
of  publication. 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


GENERAL  INTERNISTS, 
PEDIATRICIANS, AND  FAMILY 
PRACTITIONERS:  Expanding 
30  man  physician  multispe- 
cialty group  in  West  Palm 
Beach,  Fla.  seeks  dynamic, 
Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

INTERNIST-FAMILY  PRAC- 
TITIONER, BC/BE,  rapidly  ex- 
panding practice,  excellent 
patient  group,  competitive 
salary,  leading  to 
partnership.  Dr.  Robert  Levy, 
1701  S.E  Hillmoor  Drive,  Port 
St.  Lucie,  Florida  33452 
(305)  335-9400. 

PRIMARY  CARE  CEN- 
TERS in  Florida:  Recruiting 
aggressive  emergency  medi- 
cine and  family  practice  train- 
ed physicians  to  staff  centers 
on  a full-time  basis.  Positions 
available  in  central  and  south 
Florida  coastal  communities. 
Excellent  opportunity  - guar- 
anteed salary,  fee  for  service 
incentives,  profit  sharing  with 
public  corporation,  malprac- 
tice insurance  paid.  Send  CV 
to  F.M.C.,  250  N.  Babcock  St., 
Suite  202,  Melbourne,  Florida 
32935. 

CARDIOLOGIST-INTER- 
NIST BC/BE  to  join  three  man 
busy  non-invasive  group  in 
Miami  Beach,  Florida.  Initial 
salary  with  early  opportunity 
for  partnership.  Send  CV  to 
Milton  E.  Lesser,  M.D.,  333 
Arthur  Godfrey  Rd.,  Miami 
Beach,  FL  33140. 

VACANCY  AVAILABLE  IN 
TALLAHASSEE  for  a Medical 
Consultant  in  State  Agency 
Social  Security  Disability  De- 
terminations. Must  be  licensed 
in  Florida.  An  Internist  with 
EKG  interpretation  capability 
is  preferred.  Forty  hour  work 
week  with  no  night  work;  all 
holidays  and  weekends  free. 
No  direct  patient  care.  Call 
Dr.  Davis  (305)  896-4691. 

GREATER  FT.  LAUDER- 
DALE AREA:  Physician  for 
Walk-In  Medical  Center.  Part- 
nership will  be  available.  Call 
or  write:  Donna  Foisy,  8056 
West  Sample  Road,  Margate, 
FL  33065.  (305)753-0500. 


NEUROLOGIST:  Board 
Certified/Board  Eligible  to  join 
growing  group  private  practice 
in  Florida  West  Coast.  Send 
CV,  references  and  objec- 
tives to:  C-1271,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 


MEDICAL  OPPORTUNI- 
TIES ORLANDO,  FL,  immedi- 
ate openings  in:  Family  Prac- 
tice Internal  Medicine.  We’re 
looking  for  academically 
trained,  BC/BE  physicians  to 
enter  a multispecialty  group 
practice  serving  Pru-Care  of 
Orlando,  a group  model  HMO. 
Rewarding  salary  and  benefit 
program  in  an  independent 
medical  group.  Exciting 
rapidly  expanding  cosmopoli- 
tan city.  Send  C.V.  to:  Director 
Staff  Development  Orlando 
Health  Care  Group,  300  N. 
Lake  Destiny  Road,  Maitland, 
FL  32751. 

ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

FT.  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantation, 
Florida  33317 


OB/GYN  - Board  Certified 
or  eligible.  Excellent  practice 
opportunities  available  on 
Florida’s  Central  East  Coast. 
150  bed  general  full  service 
community  hospital.  Res- 
pond with  CV  to:  C-1262,  Box 
2411,  Jacksonville,  FI  32203. 

FAMILY  PHYSICIAN  TO 
JOIN  busy  internist  in  Florida 
Keys.  Office  has  laboratory, 
EKG  and  X-ray  capabilities. 
Will  provide  very  flexible  as- 
sociation to  the  right  indivi- 
dual. Send  CV  to:  Robert 
Carraway,  M.D.,  P.O.  Box 
2008,  Key  West,  FL  33040 
(305)  294-0511. 


PEDIATRICS:  Established 
Pediatrician  needs  associate. 
Board  E/Q  and  U.S.  Trained. 
Partnership  or  share 
pediatric  call  and  expenses  in 
group  of  3 (2  internists  and 
pediatrician)  on  central 
Florida  east  coast.  C-1266, 
P.O.  Box  2411,  Jacksonville, 
FL  32203. 

WANTED  — INTERNIST 
with  interest  in  cardiology  or 
rheumatology.  Opportunity 
available  in  beautiful  lakes 
and  hills  of  Central  Florida, 
25  miles  north  of  Orlando.  In 
established  fully  equipped 
clinic,  lease  with  later  option 
to  buy.  Close  to  150  bed  hos- 
pital which  will  guarantee 
adequate  income  first  year. 
C-1270,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 

LOCUM  TENENS  RADIOL- 
OGIST needed,  experienced 
in  CT  and  angiography,  Florida 
license  required.  Send  CV 
with  inquiry  to  C-1258,  P.O. 
Box  2411,  Jacksonville, 
32203. 

FAMILY  PRACTICE/E. R. 
MEDICINE  physician  for  pri- 
vate freestanding  medical 
centers  (Central  Florida). 
Competitive  salary  and  future 
ownership  probabilities. 
Send  CV  to  Dennis  Huffman, 
Family  Medical  Center,  2531 
Boggy  Creek  Road,  Kissim- 
mee, FI.  32743  or  call  (305) 
933-0990. 

EXPERIENCED,  BOARD 
CERTIFIED  SPECIALISTS  in 
orthopedics,  neurology,  EMG 
and  neurosurgery  wanted  for 
parttime  association  with  an 
office-based  group  performing 
medico-legal  evaluations  in 
Dade  County.  We  offer  excel- 
lent renumeration  with  no 
nights  or  weekends  on  call 
and  with  minimal  malpractice 
exposure.  Call  305/557-0900 
or  send  C.V.  to  Medical  Di- 
rector, Southern  Diagnostic 
Associates,  1575  West  49th 
St.,  Hialeah,  Florida  33012. 
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FLORIDA  S.E.  COASTAL 
AREA  UNIQUE  OPPORTUNITY 
for  someone  with  Internal 
Medicine  and  Emergency 
Medicine  experience.  Expand- 
ing office  based  practice- 
opportunity  with  equity  parti- 
cipation available.  Send  C.V. 
in  confidence  to:  SRM  & As- 
sociates, Inc.,  1060  NE  28th 
Terrace,  Pompano  Beach,  FL 
33062. 

FLORIDA  — Emergency 
physician  positions  available 
now.  We  have  openings  for 
locum  tenens,  full  and  part- 
time  physicians.  Flexible 
scheduling,  quality  rural  and 
metropolitan  hospitals. 
Malpractice  insurance  and 
competitive  hourly  rates. 
Write  Julius  M.  Garner,  M.D., 
Dept.  J,  890  S.R.  434  North, 
Altamonte  Springs,  FL  32714 
or  call  Sandy  Teal  at  305-788- 
0786. 

EMERGENCY  PHYSICIAN 
needed  for  established  Walk- 
In  Clinic  in  Tallahassee,  42 
hours  per  week.  Minimum 
guarantee  with  incentive 
bonus  and  partnership  oppor- 
tunity. (904)  234-8492. 


Situations  Wanted 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  Juiy 
1985.  Invasive-noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 

PRACTICE  WANTED: 
Would  like  to  purchase  Inter- 
nal Medicine/Cardiology  prac- 
tice in  southwest  section  of 
Miami,  from  retiring  physi- 
cian or  physician  leaving 
area.  Call  305-665-8500. 

NEURORADIOLOGIST: 
Board  certified,  2 year  Univer- 
sity Fellowship,  expertise  in 
pediatric  and  adult  CT,  angio, 
myelo  and  DSA,  also  excel- 
lent skills  in  general  diagnos- 
tic as  partner  for  last  IV2 
years  in  large  multispecialty 
group.  Thirty-four  year  old, 
married,  one  child.  President, 
University  of  Florida  gradua- 
ting class  1978,  who  wishes 
to  return  home.  Lawrence  H. 
Schott,  M.D.,  1818  Lenard  St., 
Wausau,  Wisconsin  54401, 
(715)  675-9900  evenings. 


INTERNIST  FINISHING 
residency  training  and  Board 
eligible  July  85  looking  to  join 
solo  practioner  or  group. 
Jeffrey  Sklar,  M.D.,  314 
Newark  Ave.  Apt.  6,  Bradley 
Beach,  New  Jersey  07720. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1227,  P.O.  Box 
2411,  Jacksonville,  FI  32203. 

EXPERIENCED  F.P., 
Board  Certified,  Florida  Li- 
censed, Fellow  wants  associ- 
ation, partnership  or  buy 
practice  in  Central  Florida. 
C-1261,  P.O.  Box  2411, 
Jacksonville,  FI  32203 

ORTHOPEDIST,  54,  Florida 
license,  seeks  work  in  office 
with  a busy  orthopaedic 
group,  anywhere  in  Florida. 
No  malpractice  evaluations, 
except  in  defense  (of  physi- 
cian). Reply  to:  Orthopedist, 
3043  South  Atlantic  Avenue, 
#401,  Daytona  Beach  Shores, 
FL  32018.  Phone:  (904) 
761-1738. 

GENERAL  SURGEON,  33, 
American,  University  trained, 
American  Boardcertified, 
completing  two  year  surgical 
oncology  fellowship  desires 
solo,  partnership,  or  multi- 
specialty group  practice.  A- 
vailable  July  1985.  C-1267,  P. 
O.  Box  2411,  Jacksonville,  FL 
32203. 

ANESTHESIOLOGIST: 
ACA  certified  seeding  practice 
opportunity  in  Fla.  solo  or 
group.  Available  immediately. 
Reply:  Oscar  Gonzalez,  6940 
Sunrise  Dr.,  Coral  Gables,  FL 
33133,  (904)  666-2371. 

ANESTHESIOLOGIST: 
Florida  licensed,  B/E,  com- 
pleting fellowship  in  anesthe- 
sia Dec.  1985,  available  at 
anytime,  experience  in  all 
kinds  of  anesthesia,  desire 
any  type  of  opportunity  any- 
where in  Florida.  Reply:  B. 
Patel,  M.D.,  133-52  Avery  Ave., 
Flushing,  N Y.  11355  or  call 
evenings  (718)  445-6679. 


DIAGNOSTIC  RADIOLO- 
GIST available  for  locums 
May/June  or  after  September 
1985.  C-1268,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 


FAMILY  PRACTITIONER, 
Board  Certified  with  exten- 
sive private  practice  and 
academic  experience.  Florida 
license.  Relocating  to  Florida 
1986.  Seeking  quality  posi- 
tion, private  practice,  hospi- 
tal or  academic.  Edward  H. 
Davis,  M.D.,  315  Beach  143 
Street,  Neponsit,  N.Y.  11694. 

SURGEON’S  ASSISTANT: 
Graduate  of  University  of 
Akron  program.  Seeking  posi- 
tion with  orthopedic  surgeon 
in  Ft.  Myers-Tampa  area. 
Seven  years  experience. 
Resume  and  references  upon 
request.  Reply:  Mr.  Di  Stefano, 
611  Linwood  Ave.,  SW,  North 
Canton,  Ohio,  44720.  (216) 
494-8049. 


Practices  Available 

RADIOLOGY:  Private 
Practice  est.  4 years.  Down- 
town Jacksonville,  Florida. 
Grossing  $160,000.00  with  ex- 
cellent growth  potential.  Pur- 
chase price  negotiable. 
Sergio  Lagman,  M.D.,  600  N. 
Church  St.  Lake  City  FI  32055. 

VERY  ACTIVE  OB/GYN 
practice  for  sale  in  North 
Florida  because  of  retirement. 
2700  sq.  ft  building  with  six 
examining  rooms  fully  e- 
quipped  located  in  a doctor’s 
office  area  within  walking  dis- 
tance from  hospital.  Including 
all  the  equipment,  charts, 
building  and  ground.  Price  ne- 
gotiable for  practice  and  equip- 
ment, building  can  be  leased  or 
purchased.  Contact  C-1259, 
P.O.  Box  2411,  Jacksonville,  FI 
32203. 

FAMILY  PRACTICE, 
Tampa,  free  standing  2-doctor 
clinic.  Fully  equipped.  35  yrs 
same  location.  Two  hospitals 
nearby.  Serious  inquiries 
only.  Call  813/837-0221. 

INTERNAL  MEDICINE/ 
CARDIOLOGY  Practice  and 
building  for  sale.  Well  esta- 
blished in  growing,  progres- 
sive Jacksonville,  FL.  Ex- 
perienced office  personnel 
available  to  maintain  con- 
tinuity. Fully  equipped  with 
X-Ray  and  Lab.  Reply  box 
C-1272,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 
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INTERNAL-MED,  FAMILY 
Practice  est.  30  years  for 
sale.  Eager  to  retire.  No  rea- 
sonable offer  refused.  No 
cash  needed  for  physician 
just  completing  residency. 
Five  local  hospitals  require 
Board  Eligible.  Write  Medical 
Center,  P.O.  Box  7603,  West 
Palm  Beach,  FL  33405. 

INTERNAL  MEDICINE 
practice  for  sale  in  Central 
Florida,  about  80  south  of 
Disney  World.  Board  Certified 
Internist  wishes  to  retire  after 
26  years  of  active  practice. 
Prefer  Internist  with  sub-spe- 
cialty of  Cardiology.  Reply  to 
Box  C-1269,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

SHARE  MEDICAL-SUR- 
GICAL office  fully  furnished, 
five  and  a half  days  each 
week.  Includes  waiting  room, 
business  office,  lab,  three  ex- 
am rooms.  P.E.  Callaghan, 
M.D.,  1500  E.  Hillsboro  Blvd., 
Deerfield  Beach,  FL  33441, 
(305)  428-2420. 


Real  Estate 

DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

GREAT  OPPORTUNITY: 
Active  Delray  Beach  Medical 
Building  — 1800  sq.  ft. 
available.  $13.00  sq.  ft.  will 
divide.  Lg.  Internal  Medical 
group  ground  floor.  305-272- 
7428.  Ask  for  Jan. 

GAINESVILLE,  Bellamy 
Forge,  3 BR,  2 Vi  B,  attached 
garage,  condo  with  all 
amenities,  mint  condition, 
$56,500.00.  (813)254-3412. 

SUBLEASE  SPACE  in 
modern  Podiatry  office  in 
rapidly  growing  area  in  North- 
west Broward  County.  High 
visibility  area,  suitable  rental 
arrangement,  ideal  for  der- 
matologist. Call  305-721-3411. 

SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two  hospitals. 
1500  - 1800  sq.ft.  Fully  parti- 
tioned and  carpeted.  Reason- 
able rent.  (305)  661-5147. 
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CENTRAL  FLA.  RIVER- 
FRONT: Luxury  Homes 
$140,000  to  $325,000.  Direct 
access  to  great  Gulf  fishing! 
Lona  Lubin,  Realtor  Associ- 
ate with  The  Corey  Company 
(813)  367-4561, 423  Corey  Ave. 
St.  Petersburg  Beach,  FL 
33706. 

WESTERN  COLORADO 
VACATION  RENTAL.  Lovely 
homestead  cabin,  modern 
conveniences.  Picture  post 
card  setting.  Brochure  on  re- 
quest. Thomas  Beach,  M.D., 
1842  King  St.,  Jacksonville, 
FL  32204,  904/387-7300. 

WINTER  SPRINGS  — 3 
Professional  offices  available 
for  lease.  680  sq.  ft.  to  880  sq. 
ft.  or  may  convert  to  a larger 
office.  Ideal  location— rapidly 
growing  area/North  Orlando. 
Phone  (305)  365-6838  or  (305) 
327-0731. 


Services 

WE  BUY,  SELL,  LEASE 
SERVICE  new  and  recondi- 
tioned medical  instrumenta- 
tion: EKG,  Lab,  Holter,  scan- 
ners, 2 D.  Echos,  stress-test, 
etc.  Contact:  Ed  Bentolila, 
P.O.  Box  8767,  Coral  Springs, 
FL  33065,  305-972-4600. 

LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 


service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 


Equipment 

WANTED:  Used  physio- 
therapy and  lab  equipment. 
Call  Tom  (813)786-1621. 


Meetings 

BIOFEEDBACK  — CEU 
Credit  available  — Fullife 
presents  basic  and  advanced 
workshops  in  Biofeedback 
1984-85  schedule:  Founda- 
tions of  Biofeedback,  Sept.  15 
& 16;  May  11  & 12.  Advanced 
Concepts  in  Biofeedback,  Oct. 
12-14;  June  7-9.  Review  for 
Certification  & State  of  the 
Art  in  Biofeedback,  Nov.  3 
& 4;  Feb.  23  & 24.  Clinical 
internship  program.  Contact 
the  Hartje  Stress  Clinic  for 
brochure,  2429  University 
Blvd.  West,  Jacksonville,  FL 
32217,  (904)  737-5821.  Offered 
at  the  Sea  Turtle  Inn,  1 Ocean 
Blvd.,  Jacksonville,  FL  32223, 
(904)  249-7402. 

1985  CME  CRUISE/CON- 
FERENCES ON  selected 
medical  topics  - Caribbean, 
Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days 
year-round.  Approved  for 
20-40  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  pre- 
scribed credits.  Distinguished 
professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEX- 
ICAN & ALASKAN  CRUISES. 
Excellent  group  fares  on 
finest  ships.  Registration  lim- 
ited. Pre-scheduled  in  com- 
pliance with  present  IRS  re- 
quirements. Information: 
International  Conferences, 
189  Lodge  Ave.,  Huntington 
Station,  New  York,  11746 
(516)  549-0869. 


INFORMATION  FOR  AUTHORS 


The  Journal  is  the  official  publication  of  the  Florida  Medical 
Association  Its  purpose  and  scope  include  not  only  the  dissemi 
nation  of  scientific  information  but  also  communication  of  FMA 
activities  and  reportage  of  other  subject  matter  relevant  to  the 
practice  of  medicine  Hence,  the  editors  encourage  submission 
of  scientific  papers  (investigative  studies,  reviews,  new  technol 
ogy,  case  reports);  discussions  of  medical  history  and  ethics; 
and  articles  dealing  with  socioeconomic,  governmental,  and 
legal  issues  as  related  to  medicine 

Manuscripts  should  be  submitted  to  Daniel  B Nunn,  M D . 
Editor  of  The  Journal,  Florida  Medical  Association,  Post  Office 
Box  2411,  Jacksonville,  Florida  32203,  in  original  and  three 
duplicate  copies  Copies  should  be  typewritten  and  double 
spaced 

Author  Responsibility.  The  author  is  responsible  for  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor  Manuscripts  are  received  with  the  understanding 
that  they  are  not  simultaneously  under  consideration  by  any 
other  publication  Rejected  manuscripts  are  returned  to  the 
author  Acc  epted  manuscripts  become  the  property  of  The 
Journal  and  may  not  be  published  elsewhere  without  permis 
s*>n  from  the  author  and  The  Journal 

Each  of  the  following  should  begin  on  a new  page:  abstract, 
first  page'  of  text,  legends  for  illustrations,  tables  and  acknow 
ledgemenls  Each  page  should  include  a running  head  and 
surname  of  senior  author 

Abstract.  All  scientific  manuscripts  should  include  a 150 
word,  maximum  length,  abstract  which  is  a factual  (not  descrip 
live)  summary  of  the  work  This  replaces  the  summary  and  pre 
cedes  the  article 

Title  should  be  short,  specific,  clear  and  amenable  to 
indexing 

List  affiliations  for  each  author  If  author  s present  alfilia 
lion  is  different  from  affiliation  under  which  the  work  is  done, 
both  should  be  given 

References.  The  following  minimum  data  should  be  given: 
names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medtcus,  volume  num- 
ber. page  numbers  and  year  of  publication  All  references  must 
be  cited  in  the  text  and  should  be  arranged  according  to  order 
of  citation  and  numbered  consecutively  If  references  are  too 
numerous,  the  editors  reserve  the  right  to  eliminate  with  nota- 
tion "References  are  available  from  the  author(s)  upon  request" 

All  accepted  manuscripts  are  subject  to  copy  editing 
Authors  receive  a galley  proof  for  approval  before  publication. 
No  changes  are  accepted  after  galley  is  returned.  Forms  for 
ordering  reprints  are  included  with  the  galley  proofs. 

illustrations.  Illustrations  are  all  material  which  cannot  be 
set  in  tyfre  such  as  photographs,  line  drawings,  graphs,  charts 
and  tracings  The  entire  cost  of  reproducing  color  illustrations  is 
the  responsibility  of  the  author(s)  Omit  all  illustrations  which 
fail  to  increase  the  understanding  of  the  text  Drawings  and 
graphs  should  be  done  with  India  ink  on  white  papier  Select 
overall  proportions  appropriate  for  material  presented  and  suf 
ficient  for  reduction,  if  necessary  Each  illustration  should  be 
numbered  and  cited  in  the  text  Legends  should  be  typ>ed  and 
double  spaced  on  a separate  sheet  of  papier  The  following 
information  should  be  typied  on  an  adhesive  strip  and  affixed  to 
the  back  of  illustration  figure  number,  title  of  manuscript,  name 
of  author  and  arrow  indicating  top  Tables  should  be  self 
explanatory  and  should  supplant,  not  duplicate,  the  text 
Number  tables  consecutively,  beginning  with  1 Each  table  must 
have  a title 

Permission  letters  must  accompany  patient  photos 
whenever  there  is  a possibility  of  identification  Prepare  in 
accordance  with  state  laws  and  sprecify  authority  to  publish 

Letters  submitted  for  publication  should  be  designated 
‘For  Publication" 

When  received,  the  senior  author  will  be  sent  an  acknow 
ledgement  of  receipt  and  a copyright  agreement  which  must  be 
signed  by  all  collaborators  Should  the  article  fail  to  be  accepted 
for  publication,  the  agreement  will  be  returned. 
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Heart 

Healthy 

Recipe 

CHILI  SAUCE  DIP 

1 12-ounce  bottle  chili  sauce 

2 tablespoons  lemon  juice 
3-4  drops  tabasco  sauce 

2 tablespoons  horseradish 
'A  cup  finely  chopped  celery 
1 tablespoon  minced  parsley 

Combine  all  ingredients  and  chill. 

Serve  with  crisp  raw  vegetables. 

Yield,  about  IV2  cups 

Approx,  cal/serv.:  1 tablespoon  = 5 

Heart  Healthy  Recipes  are  from  the  Third 
Edition  of  the  American  Heart  Association 
Cookbook.  Copyright  5 1973,  1975,  1979  by 
the  American  Heart  Association,  Inc 

American  Heart 



Association 

WE'RE  FIGHTING  FOR  YOUR  LIFE 

FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


THE  APPROPRIATE  GIFT  FOR 
AN  INTERN  OR  RESIDENT 

Give  a year’s  subscription  to  the 

Journal  of  the  Florida 
Medical  Association 


CUT  OUT  AND  MAIL  TO 

FLORIDA  MEDICAL  ASSOCIATION 
Post  Office  Box  2411 
Jacksonville,  Florida  32203 

Please  send  my  gift  subscription  to: 

Dr. 

Mr. 

Ms.  Status:  

Street  

City  & State — 

Send  the  bill  for  515  00  iadd  75  sales  tax  if  you  live  in  Florid 

Dr.  — 

Street — 

City  & State 
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COMPLETE 

LABORATORY 

DOCUMENTATION15...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 


DALMANE® 

flurozepom  HCI/Roche 

References:  1.  Kales  J ef  a/:  Clin  Pharmacol  Ther 
12:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
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Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 
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Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrem  R et  al.  Drugs  Exp  Clin 
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et  al:  Pharmacology  26: 121-137,  1983 


DALMANE® @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Luis  M.  Perez,  M.D. 

109th  PiSident  ofithe  Florida  Medical  Association 


• The  FPIR  and  other  companies  associated  with  PICO  currently 
serve  over  10,000  physicians  in  six  states. 

• The  FPIR  has  served  Florida  physicians  for  more  than  nine  years. 

• The  Florida  Medical  Association  sponsors  and  recommends  the 
FPIR  to  its  membership. 

• The  FPIR  is  designed  by  physicians. 

Managed  by  Physicians  Insurance  Company  of  Ohio  (PICO). 

\ FLORIDA  PHYSICIANS 

A INSURANCE  RECIPROCAL 

; 

1000  Riverside  Av  / P.O.  Box  44033  / Jacksonville, FI  32231-4033 
Telephone  (904)  354-5910  WATS:  1-800-342-8349 


lefore  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
terature  or  PDR.  The  following  is  a brief  summary. 


: WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  You  Need  to 


lontraindications:  Concomitant  use  with  other  potassium-sparing  agents 
uch  as  spironolactone  or  amiloride.  further  use  in  anuria,  progressive 
enal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
iotassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
lerived  drugs. 

Varnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
ypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 

f supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
ised.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
arities.  It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
me  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
lsufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
alemia  develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
rted widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
herapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
)se  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
azards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
dverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
ippear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
lursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
eactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
ironchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
■rythematosus  has  been  reported  with  thiazide  diuretics. 

■recautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
ally,  a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
!K&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
r fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
hlorothiazide  bioavailability  could  lead  to  increased  serum  potassium  levels, 
lowever,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
ronditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
leriodic  serum  electrolyte  determinations  (particularly  important  in  patients 
omiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
se  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
’eriodic  BUN  and  serum  creatinine  determinations  should  be  made, 
specially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
enal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
vith  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
■atients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
atients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
yscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
iave  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
hrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
iave  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
atent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
ecreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
nents  may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
esponsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
ieen  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
elaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
io  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
fleets  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
i surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
fation  with  the  other  usual  calculus  components.  Therefore,  Dyazide1 
■hould  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
i few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
dministering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
ollowing  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
ilycemia  and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
lyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
Ikali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
■uorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
is  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
ich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
iotassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium, 
ihloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
se  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia, 
ierum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
ium  excretion  is  decreased  by  thiazides.  'Dyazidb'  should  be  withdrawn 
iefore  conducting  tests  for  parathyroid  function, 
hiazides  may  add  to  or  potentiate  the  action  of  other  antihypeitensive 
fugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
oxicity. 

idverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
louth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
lastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
ilcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
cterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
tonitis  and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
ertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
enai  stones  in  association  with  other  usual  calculus  components.  Rare 
ncidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
ieen  reported  in  a few  patients  on  ‘Dyazide’,  although  a causal  relationship 
as  not  been  established. 

Applied:  ‘Dyazide’  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
nstitutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Pre< 


Potassium-  Sparing 

The  unique 
red  and  white 

Dyazide®  capsule: 

"tour  assurance  of 

SK&F  quality. 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 

* 

a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co.,  1983 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  CORD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored,film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment:  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization . ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80”  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great!” 

— Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing  extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 

—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS'^ 

Paying  Betterlhan  Ever ' 

A public  service  of  this  publication. 


THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION, 

FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDTLEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS 
OUR  REPUTATION  FOR  SERVICE.  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS, 


I LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING, 

LEASING  WITH  AMERICAN  MIDI- 
LEASE ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER, 

NO  DOWN  PAYMENT 

NO  SECURITY  DEPOSIT 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR, 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  'TAX  CREDIT 
AVAILABLE 

TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT' 
ADDITIONAL  INVESTMENT', 


EXAMPLE  LEASE,  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr, 

Cutlass/Regal 

Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Seda® 
Cadillac  Seda®  D’ville 
BMW  318i 
Datsun  300ZX 
Audi  5000s 
Porsche  91  ISC'  Cpe, 
Merced®*  190 
Mercedes  300  SD 
Mercedes  310  SL 


$232/nio. 

248/mo. 

378/mo. 

454/nio. 

387/mo. 

392/mo. 

343/mo. 

344/mo. 

391/mo. 

684/mo. 

479/mo. 

699/mo. 

834/mo. 


In  Florida 

For  Leasing  Information: 

Call  Toll-Free 

1-800-432-9629 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


Smencan  'jWebi-Hea$C 


Leasing  Services  Available 
Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 
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There  is  a Name  fci 


Quality  Psychiatric  Car 


-----  ■- 


utstanding  Leadership  in 
barter  Medical  Corporation. 

eldership  Stands  Old  in  Florida . 


For  many  patients,  the  most  effective  treatment  can  be  best 
delivered  by  psychiatrists,  working  with  highly  qualified  pro- 
fessionals, in  a freestanding  hospital  whose  entire  staff  is 
dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy  is  exemplified  in  each 
and  every  Charter  Medical  Hospital.  All  across  America. 
Without  exception. 

You  can  depend  on  the  fact  that  the  staff  will  work  with 
you  to  design  and  implement  an  individualized  treatment 
plan  for  your  patient.  Involvement  of  the  patient’s  family  in 
the  treatment  process  will  be  encouraged.  There  will  be 
regular  communication,  between  the  hospital  and  the  refer- 
ring professional,  about  the  patient’s  status.  All  psychia- 
trists on  staff  are  Board  Certified  or  Board  Eligible.  There 
is  a wide  variety  of  therapies  available  to  enhance  indivi- 
dualized treatment.  And  every  Charter  Medical  Hospital 
has  been  designed  to  provide  a modern  therapeutic  envi- 
ronment to  promote  your  patient’s  recovery. 

Here’s  where  you  can  expect  to  find  this  outstanding 
leadership  in  Florida. 

Charter  Glade  Hospital 
6900  Colonial  Boulevard 
Ft.  Myers,  Florida  33906 
(813)939-0403 

Beds:  104 

Psychiatric  Staff:  12 

Programs:  Adolescent,  Adult,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent  Addictive  Disease 

Other  Programs:  Crossroads  Counseling  and 
Intervention  Centers  in  Naples,  Cape  Coral,  and 
Port  Charlotte,  FL. 

For  further  information,  contact: 

Medical  Director:  Robert  A.  Buchholz,  M.D. 

Hospital  Administrator:  Ryan  Beaty 

Charter  Springs  Hospital 
3130  SW.  27th  Avenue 
Ocala,  Florida  32674 
(904)237-7293 

Beds:  68 

Programs:  Geriatric,  Adult  and  Young  Adult 
Psychiatric;  and  Adult  and  Young  Adult  Addic- 
tive Disease 

Scheduled  to  open  June  1985 
For  further  information,  contact: 

Hospital  Administrator:  Gregory  A.  Williams 


CHARTER 

MEDICAL 

CORPORATION 


A great  way  of  life. 


READY  FOR  A CHANGE  OF  PACE? 


The  Air  Force  has  openings  for  physician 
specialists.  You  can  enjoy  regular  working 
hours,  30  days  of  vacation  with  pay  each  year, 
worldwide  travel  opportunities  and  a unique  and 
enjoyable  lifestyle  for  you  and  your  family,  while 
serving  your  country.  Ask  a health  professions 
recruiter  about  our  outstanding  pay  and  benefits 
package.  Contact: 

SMSGT  Jim  Dotson 

464  S.  Orange  Blossom  Trail 

Room  408 

Orlando,  Florida  32809 
(305)  420-6068 


(BHifrftwi  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


Android  5 10  25 

Methyltestosterone  U.S.R  Tablets 


Android*/ 

Fluoxymesterone  U.S.R  Tablets,  10 


Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  P.O.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston's  Medical  Center 
area  is  still  offering  the 
best  value  at$60. 

(one  or  two  persons ) 


HOUSTON’S 

SHAMROCKHILTON 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston.  Texas. 
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The  AMA  puts  current  information  at  your  fingertips 


The  first  nationwide  medical  information  network  brings  a new  dimension  to  the  way  in  which  physicians  can  keep 
abreast  of  the  latest  knowledge  in  their  profession.  Through  the  use  of  a low-cost  computer  terminal  you  can  have 
access  to  authoritative  and  up-to-date  information.  The  American  Medical  Association’s  computerized  data  bases 
place  a wide  range  of  professional  resources  at  your  fingertips  . . . 


Drug  Information 

• Contains  up-to-date  information 
on  the  clinical  use  of  drugs 

• More  than  1,200  individual  drug 
preparations  marketed  over  some 
5,000  trade  names 

• Can  identify  drugs  according  to 
indications  for  therapy,  special 
patient  circumstances,  or  for  cer- 
tain drug  actions  and  interactions 

Excerpta  Medica  Physicians 

Information  Retrieval  and 

Educational  Service 

• Index  to  clinical  literature  — - aids 
subscribers  in  locating  recent 
articles  and  peer  reviewed  papers 
that  have  appeared  in  more  than 
300  medical  journals  worldwide 

• Periodicals  selected  for  inclusion 
in  this  service  cover  over  78 
specialties  and  subspecialties 

• Helps  physicians  locate  relevant 
articles  quickly  and  to  stay 
abreast  of  new  developments  — 
saves  time 


GTE  Telenet 

Medical  Information  Network 


DATA  BASES: 

Continuing  Medical  Education 

• Developed  by  Massachusetts 
General  Hospital  in  conjunction 
with  the  Harvard  Medical  School 

• Allows  physicians  to  earn  Cate- 
gory I ACCME  credits 

• Provides  individualized  self-paced 
learning  experiences  based  upon 
computer  simulated  patient  cases 

• Physicians  will  interact  with 
teaching  situation  through  four 
predetermined  styles:  multiple 
choice,  vocabulary,  fee  text,  and 
tutorial 

• Provides  confidential  means  of 
self-assessment  for  practicing 
physicians 

• Solutions  to  problems  presented 
in  each  teaching  scenario  can  be 
reviewed  and  evaluated  instantly 

Socio-Economic  Bibliographic 

Information 

• Guide  for  locating  current 
articles  on  the  nonclinical  aspect 
of  health  care 


• Includes  4,200  citations  from 
more  than  700  health  care 
publications 

• Subject  areas  include  economics, 
education,  ethics,  international 
relations,  legislation,  medical 
practice,  political  science,  psy- 
chology, public  health,  sociology 
and  statistics 

• Convenient  ordering  of  full  text 
reprint  of  articles  directly  from 
the  AMA  through  MED/MAIL 

Medical  Procedural  Coding  and 

Nomenclature 

• Provides  uniform  coding  and 
nomenclature  system  for  report- 
ing medical  services  and  proce- 
dures performed  by  physicians 

• Contains  6,000  descriptions  of 
procedures 

Disease  Information 

• Contains  descriptions  of  diseases, 
disorders  and  conditions 


FOR  SUBSCRIPTION  INFORMATION, 
PLEASE  CONTACT  THE 
FLORIDA  MEDICAL  ASSOCIATION,  INC. 
JACKSONVILLE,  FLORIDA 
TELEPHONE  904/356-1571 


PRESIDENT’S  PACE 


Working  for  unity 
and  a new  beginning 


In  the  life  of  every 
person  there  are  events 
that  produce  a change  of 
direction,  and  even  though 
it  may  not  be  known  at 
that  moment,  these  events 
may  change  one's  life. 

Taking  office  as  your 
President  is  the  culmina- 
tion of  a dream  and  new 
direction  in  my  life. 

Last  year  was  a very 
difficult  and  challenging 
one  for  our  Association,  and  even  though  we  have 
made  tremendous  strides  forward,  I know  very  well 
this  year  is  not  going  to  be  a rose  garden.  It  will  re- 
quire a constant  effort  from  the  ones  who  represent 
you  at  the  local,  state  and  national  level  because  the 
surmounting  difficulties  that  lie  ahead  for  the  prac- 
tice of  medicine  are  many  and  uncertain. 

At  the  state  level,  the  Florida  Legislature  has 
passed  a bill  which  takes  a step  toward  resolution  of 
the  malpractice  crisis. 

We  are  encouraged  that  the  Legislature  has 
recognized  the  gravity  of  the  crisis  in  our  state.  They 
have  worked  diligently  to  put  forth,  in  the  best  in- 
terests of  the  citizens  of  Florida,  a bill  which  should 
rectify  some  areas  of  the  problem  which  are  having 
such  adverse  effects  on  the  cost,  quality  and  access 
to  health  care  in  our  state.  Although  the  bill  does 
not  offer  a complete  solution,  we  are  hopeful  the  im- 
provements enacted  will  provide  some  relief  for 
Florida  citizens.  However,  a permanent  solution  to 
the  problem  will  be  unlikely  as  long  as  medical  mal- 
practice cases  are  handled  in  the  current  tort 
system. 

Improvements  to  the  current  system  provided 
for  in  the  bill  include:  a community  standard  of  care 


which  will  allow  juries  to  consider  all  relevant  cir- 
cumstances surrounding  an  alleged  action  of  mal- 
practice; structured  payments  on  all  future  damages 
above  $500,000,  which  will  ensure  that  the  injured 
party  will  have  a continuing  source  of  future  income 
to  pay  their  living  and  health  care  expenses,-  increased 
protection  for  peer  review  activities,-  a new  offer  of 
judgment  statute  which  should  help  encourage  settle- 
ments; a new  90-day  cooling  off  statute,  coupled  with 
non-binding  arbitration  when  appropriate,  which 
should  help  resolve  cases  without  lengthy  and  ex- 
pensive trials;  a sliding  scale  for  lawyer's  contingency 
fees  which  should  put  more  money  into  the  hands  of 
injured  parties;  and  a study  of  risk  management  pro- 
grams to  determine  what  effect  they  have  on  medical 
malpractice  claims. 

The  bill  also  will  require  mandatory  profes- 
sional liability  insurance  as  a condition  for  licensure 
effective  January  1,  1987.  Current  rates  could  make 
this  provision  prohibitively  expensive  for  some  high 
risk  specialties.  However,  since  this  requirement 
will  not  take  effect  until  January  1,  1987  and  will  be 
evaluated  by  a study  committee  established  by  the 
bill,  there  should  be  sufficient  time  to  determine 
whether  mandatory  insurance  in  fact  will  be  helpful 
and  feasible  in  today's  volatile  litigious  climate.  Our 
actuarial  and  legal  consultants  will  study  all  the  pro- 
visions of  the  final  bill  in  order  to  determine  the  real 
effect  this  bill  may  have  on  resolving  the  medical 
malpractice  problem,  including  continuingly 
escalating  professional  liability  insurance  premiums 
and  health  care  costs  for  Florida  citizens.  Based  upon 
this  evaluation,  the  FMA  will  be  prepared  to  take  the 
initiative  in  developing  additional  reforms  which 
may  be  necessary  to  bring  about  a permanent  solu- 
tion. 

The  issue  of  non-physician  providers,  which 
keeps  raising  its  ugly  head  year  after  year,  threatens 
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the  quality  of  medical  care  to  the  citizens  of  our 
state  and  increases  the  liability  issue  to  the  physi- 
cians on  hospital  staffs,  the  physicians  that  oversee 
these  individuals,  and  the  hospitals  themselves. 

The  drug  abuse  problem  among  our  youngsters 
and  middle  age  population  continues  to  be  an  in- 
creasing problem  in  our  society  with  its  logical  con- 
sequences in  health  care  for  these  individuals.  We 
should  address  this  problem  and  offer  guidance  and 
education. 

The  young  physicians,  fresh  out  of  their  resi- 
dency, face  a serious  problem.  Pressed  by  debts  from 
medical  school  and  training  years,  they  come  into  a 
new  environment  with  very  little  guidance  in  how 
to  manage.  They  face  offers  from  entrepreneurs  who 
run  a gamut  of  health  services  which  are  very  tempt- 
ing as  a fast  solution.  Without  having  the  insight  of 
what  it  means  to  their  future,  they  are  lured  into 
these  types  of  organizations.  We  are  giving  guidance 
and  orientation  to  young  physicians  preserving  the 
individuality  and  independence  of  the  medical  prac- 
tice. 

The  increasing  problems  of  quality  of  care  at 
HMOs,  IPAs,  PPOs,  etc.,  the  overutilization  and  ex- 
ploitation of  the  health  insurance  companies' 
benefits,  abuse  to  patients  at  some  ambulatory 
clinics,  the  so-called  emergency  or  surgical  medical 
centers,  and  a few  individual  practitioners  must  be 
controlled  in  some  manner.  The  Florida  Medical 
Association  has  a moral  and  ethical  duty  to  find  the 
way  to  do  so. 

Issues  of  concern  at  the  national  level  are:  the 
spectrum  of  DRGs  for  physicians  in  hospital  prac- 
tices with  all  the  complications  this  will  bring;  the 
freezes  on  Medicare  with  increases  in  deductibles 
that  penalize  hospitals,  physicians,  and  the  elderly 
population,  which  is  increasing  in  our  state;  cuts  in 
educational  and  research  funds  with  a terrible  im- 
plication for  the  physicians  and  the  health  of  the  na- 
tion in  the  long  run;  and  the  emphasis  of  Federal 
Government  on  economy,  divorced  from  quality  of 
care  with  its  logical  consequences,  that  will  bring 
about  patient  suffering  and  increases  in  liability. 
These  are  a few,  but  certainly  not  all  of  the  issues  we 
will  be  facing. 

What  are  we  to  do  next?  In  which  direction  shall 
we  go  to  curtail,  or  at  least  ameliorate  this  trend? 
What  kind  of  guidance  must  we  offer  the  physicians 
of  Florida,  and  the  public  whose  health  and  well  be- 
ing are  our  utmost  responsibility? 

First,  we  are  going  to  continue  our  efforts  this 
year  in  legislation  to  affect  the  necessary  changes  in 
order  to  diminish  the  professional  liability  problems 
and  the  situation  with  non-physician  providers.  At 
the  same  time  we  are  going  to  start  an  aggressive 
public  education  program  guided  by  professional 
public  relations  individuals  to  enhance  the  image  of 
the  physician  and  the  benefits  of  the  private  practice 
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of  medicine,  emphasizing  the  quality  of  care  and  all 
the  attempts  to  diminish  it  for  purely  unfounded 
economical  reasons. 

We  are  also  continuing  to  build  bridges  and 
form  a liaison  with  other  groups  vitally  interested  in 
professional  liability  and  quality  of  care  at  an  afford- 
able price,  in  order  to  form  a solid  front  with  a clear 
understanding  of  the  direction  we  are  going,  since 
there  is  a possibility,  in  1986,  that  we  must  appeal 
to  the  public  with  another  constitutional  amend- 
ment on  the  professional  liability  issue. 

At  the  national  level,  our  AMA  Florida  delega- 
tion, more  and  more  influential  as  we  grow  larger 
and  more  experienced  under  the  leadership  of 
Charles  Donegan,  M.D.,  and  Joseph  Von  Thron, 
M.D.,  and  the  national  legislative  committee  of  our 
Association  with  Louis  Murray,  M.D.,  as  Chairman, 
will  coordinate  efforts  with  the  AMA  to  emphasize 
our  views  and  how  these  policies  affect  our  state  and 
the  nation  in  general. 

The  work  ahead  will  not  to  be  easy.  The 
Executive  Committee  of  your  Association  and  the 
members  of  the  Board  of  Governors  have  the  respon- 
sibility to  keep  the  line  of  communications  open 
with  the  local  medical  societies  in  their  district,  and 
with  medical  staffs  in  hospitals  from  the  area  they 
represent.  I appeal  to  all  of  you,  to  keep  abreast  of 
the  issues  and  utilize  every  staff  meeting,  specialty 
meeting  and  medical  society  meeting  that  you  at- 
tend to  keep  everyone  informed  of  our  activities  and 
efforts. 

There  have  been  serious  problems  with  com- 
munications in  the  past,  but  not  due  to  a lack  of  at- 
tempts to  communicate.  We  have  received  recently 
innumerable  President's  Memos,  which  kept  us  in- 
formed of  each  problem.  In  every  issue  of  The  Jour- 
nal, the  President's  Page,  news  of  all  the  activities  of 
the  Association  has  been  published.  However,  when 
we  visited  several  local  medical  societies  we  were 
asked  questions  on  basic  issues  clearly  stated  in  these 
publications,  because  the  average  physician  does  not 
take  a few  minutes  to  read  our  communications. 

Communication  will  be  one  of  our  principal 
goals.  We  need  to  educate  our  members  to  realize 
that  this  Association  and  the  AMA  are  vital  to  their 
professional  careers,  and  even  though  the  practice  of 
medicine  will  never  be  as  it  was  10  years  ago,  we  and 
only  we,  can  influence  the  direction  in  which  it  is  go- 
ing. 

Recognizing  this,  we  must  develop  a tighter 
society,  a unity  of  direction,  a better  knowledge  of 
the  issues  and  the  political  realities  of  our  times;  be 
ready  to  be  counted,  to  offer  imaginative  and  novel 
solutions  to  the  problems  that  face  us,  altering,  modi- 
fying, changing  concepts  in  the  minds  of  the  public  at 
large.  We  must  expose  the  proposals  of  our  adver- 
saries who  are  working  diligently  at  the  federal  level 
with  the  purpose  of  creating  a socialistic  type  of 
medical  services  throughout  the  nation,  and  show 


those  who  try  to  maintain  chaos  and  confusion 
among  us  that  they  cannot  reap,  in  the  courts  of  law, 
the  benefits  that  create  their  wealth,  at  our  expense 
and  that  of  our  patients. 

These  are  the  reasons  the  theme  for  this  year  is 
UNITY.  We  must  regroup  and  take  the  offensive.  For 
too  many  years  we  have  been  coping  with  problems 
as  they  have  been  presented  to  us,  and  we  have  been 
on  the  defensive.  But  we  have  observed  the  process, 
we  have  analyzed,  one  by  one  our  defeats,  and  we 
have  learned.  We  have  dissected  layer  by  layer  each 
one  of  the  processes  in  which  we  have  been  entangled 
and  we  have  learned  and  continue  to  learn. 


Now  we  know  our  weaknesses  and  our 
strengths.  We  also  know  that  if  we  close  the  ranks, 
we  will  produce  the  necessary  unity  for  our  efforts  to 
culminate.  If  we  take  the  offensive  instead  of  the 
defensive  position,  our  efforts  will  fructify  and  our 
profession  will  remain  one  of  honor  and  distinction, 
respected  and  admired  by  all,  for  the  benefit  of  the 
health  of  the  people  of  our  state  and  an  example  to 
the  nation. 
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The  Latest  in  Noninvasive  Diagnostic  Technology  for  the  Practicing  Physician 

ELECTRONIC  INFRARED  THERMOGRAPHY 
SCIENTIFIC  BASIS  AND  CLINICAL  USE 


This  course  will  be  held  at  the  fabulous  new  Wyndham  Hotel  at  Sea  World  on  August  17  and  18  (Saturday  and  Sunday),  1985.  This 
magnificent,  majestic,  new  hotel  has  750  rooms  and  is  just  four  minutes  from  Epcot  and  Disneyworld  — a great  family  vacation 
area. 

Jacob  Green,  M.D.,  the  course  director,  is  a Clinical  Associate  Professor  of  Neurology,  University  of  Florida  School  of  Medicine, 
(Jacksonville  Hospital  Educational  Program).  The  faculty  consists  of  experienced  Clinical  Thermographers.* 

1.  Anatomical  and  Neurophysiological  Basis  of  Electronic  Thermography  — Norman  Schnitzlein,  Ph  D.,  Professor  of  Anatomy, 
Department  of  Anatomy,  University  of  Florida  School  of  Medicine. 

2.  Simple  Physics  for  the  Clinical  Thermographer  — Mr.  Dave  Whittier,  Inframetrics  Corporation,  Easton,  Connecticut. 

3.  The  Relationship  of  Electronic  Thermography  to  Other  Neurophysiologic  Diagnostic  Techniques  (EMC,  Nerve  Conductions, 
Late  Responses,  and  Evoked  Potentials  — Demonstrations  Included)  — Jacob  Green,  M.D.\  Clinical  Associate  Professor  of 
Neurology,  University  of  Florida  School  of  Medicine,  Jacksonville,  Hospital  Education  Program,  Jacksonville,  Florida. 

4.  Clinical  Use  of  Electronic  Infrared  Thermography  in  Orthopedic  Practice  — Joseph  Uricchio,  M.D.*,  Orthopedic  Surgeon,  Orlando, 
Florida. 

5.  Thermographic  Report  Writing  — Dr.  Alan  Weinstein,  D O.*,  Physiatrist,  Old  Bridge,  New  Jersey. 

6.  Use  of  Electronic  Thermography  in  Sports  Medicine  — James  Maultsby,  M.D.*,  Orthopedic  Surgeon,  Greensboro,  North  Carolina. 

7.  Use  of  Electronic  Thermography  in  Disability  Evaluations  and  Medico-Legal  Work  Up  — Joseph  Uricchio,  M.D.* 

8.  Clincial  Case  Presentations  and  Actual  Patient  and  Control  Subject  Demonstrations  of  Electronic  Infrared  Thermography  — 
Jacob  Green,  M.D.*  and  Joseph  Uricchio,.  M.D. * 


The  total  cost  of  this  course  is  S295.00  which  includes  luncheon  and  course  material. 


□ I Will  Attend  Luncheon  n I Will  Not  Attend  Luncheon 

Name:  Degree:  

Professional  Address:  


City  and  State:  Telephone:  

Mail  to:  Southeastern  Neurodiagnostic  institute,  Inc, 

546  Lomax  Street 
Jacksonville,  Florida  32204 
(904)  356-5468 

Please  note  upon  receipt  of  the  course  fee  and  application,  a reservation  card  from  the  Wyndham  Hotel  will  be  sent  to  you.  This 
course  has  been  approved  for  eleven  (11)  CME  credit  hours. 


What  Every  Successful 
Doctor  Should  Know  About 
Cellular  Car  Phones. 


BellSouth  Mobility. 

We've  put  more  phones  in  more  cars 
than  any  other  cellular  company 
in  the  Southeast.  Call  us  at  1-800-351-3355. 


BellSouth  Mobility 

All  You  Need  To  Know  About  Mobile  Communications: 

©1985  BellSouth  Mobility  Inc 


Luis  M.  Perez,  M.D. 
109th  President 
Florida  Medical  Association 
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EDITORIALS 


Luis  M.  Perez,  M.D. 


The  inauguration  on  May  5,  1985,  of  Luis  M. 
Perez,  M.D.,  as  president  of  the  Florida  Medical 
Association  was  a proud  moment  in  its  history. 

Born  and  raised  in  Cuba,  Dr.  Perez  graduated 
from  the  College  of  Medicine,  Havana  University. 
Shortly  after  the  revolution  and  the  ascendancy  to 
power  of  the  communist  regime,  Dr.  Perez's  strong 
dedication  to  freedom  and  independence  resulted  in 
his  coming  to  the  United  States  where  he  took  up 
and  completed  his  internship  and  residency  in  inter- 
nal medicine  and  cardiology  at  Georgia  Baptist 
Hospital,  Atlanta.  He  entered  the  private  practice  of 
internal  medicine  and  cardiology  in  Sanford, 
Florida,  in  1963,  where  he  has  practiced  since. 

While  pursuing  an  active  medical  practice  in 
association  with  Maria  Perez,  M.D.,  his  wife  and  a 
dermatologist,  Luis  rapidly  gave  of  his  time  and 
energies  to  the  cause  of  organized  medicine  and 
community  affairs.  His  zeal,  enthusiasm  and  talents 
were  quickly  recognized  by  the  individuals  and 
groups  with  which  he  associated.  He  has  served  as 
Chief  of  Staff  of  Seminole  Memorial  Hospital.  His 
representation  of  Seminole  County  Medical  Society 
as  a delegate  to  FMA  dates  back  to  1969.  AMA 
tenure  includes  service  as  alternate  delegate,  1980, 
and  delegate  since  1981.  Dr.  Perez's  qualities  of 
leadership  and  diplomacy  were  quickly  recognized 
by  the  FMA  where  he  has  served  on  many  commit- 
tees and  councils  and  on  the  Board  of  Governors 
since  1981  as  Secretary  and  as  President-Elect  this 
past  year. 

Dr.  Perez  has  not  confined  his  activities  to  or- 
ganized medicine,  but  has  an  enviable  record  of  ser- 
vice and  accomplishment  in  the  area  of  community 
affairs.  These  activities  involve  membership  on  the 
Civil  Service  Board  of  Sanford,  from  1968  to  the  pre- 
sent, chairmanship  of  the  Board  of  the  Migrant  Clinic 


Association  of  Seminole  County,  membership  on 
the  United  States  Congressional  Advisory  Board, 
and  founding  and  charter  membership  of  Seminole 
County  Drug  Action  Committee,  as  well  as  founding 
of  "The  Grove"  rehabilitation  center  for  drug  abuse. 
Dr.  Perez  has  been  an  active  member  of  the  Greater 
Sanford  Chamber  of  Commerce  as  well  as  partici- 
pating in  many  speakers'  forums  on  items  of  com- 
munity concern. 

His  awards  are  numerous  and  far-reaching,  in- 
cluding the  1968  Citation  for  Outstanding  Service  in 
the  Stimulation  of  Better  Citizenship,  the  A.H. 
Robbins  Award  for  Citizenship  and  Community  Ser- 
vice 1971,  International  Human  Relations  Award  by 
the  Dale  Carnegie  Alumni  Association,  The  George 
Washington  Medal  of  Honor  from  the  Freedom  Foun- 
dation at  Valley  Forge  1973,  and  the  Benjamin  Rush 
Award  of  the  AMA. 

Dr.  Perez  has  the  loving  support  of  his  wife, 
Maria  Perez,  M.D.,  and  his  two  sons,  Luis,  Jr.,  who 
is  pursuing  a successful  theatrical  career,  and  Tico, 
who  is  currently  enrolled  as  a student  in  the 
Georgetown  College  of  Law  in  Washington,  D.C. 
The  challenge  of  overcoming  adversities  is  not  new 
to  Dr.  Perez,  a man  whose  abilities,  determination, 
and  honor  brought  him  out  of  the  ashes  of  the  catas- 
trophe of  communism  that  engulfed  his  native  land 
of  Cuba,  into  this  free  land  of  ours  to  which  he  has 
supplied  his  energies,  intelligence,  and  leadership 
qualities  to  the  benefit  of  us  all. 

At  a time  when  private  practice  of  medicine  is 
beset  by  challenges  from  all  quarters  including  the 
professional  liability  crisis,  the  intrusion  of  para- 
medical groups  into  the  practice  of  medicine,  the 
problems  involved  with  foreign  medical  graduates, 
the  ever  present  escalating  involvment  of  federal 
and  state  governmental  leaders  and  legislative  bodies 
Vol.  72,  No.  6/J.  FLORIDA  M.A./JUNE  1985/409 


in  the  doctor-patient  relationship,  we  are  indeed  for- 
tunate to  have  such  a symbol  of  leadership  and 
strength  at  the  helm  as  Dr.  Luis  M.  Perez.  His  vast 
experience  and  depth  in  facing  such  challenges  will 
enable  us  to  achieve  our  goals. 

To  solve  our  problems  we  need  this  strong  and 
able  leadership,  and  in  Luis  Perez  we  have  this  leader- 
ship. All  of  his  awards  and  accomplishments  only  in- 
dicate the  powers  of  this  man,  the  man  we  have  con- 


fidence in  to  guide  us  through  the  challenges  of  the 
year  ahead.  He  is  indeed  a man  for  our  time  with  the 
talent,  dedication,  and  diplomacy  to  make  this 
coming  year  a successful  one  for  the  Florida  Medical 
Association. 


Louis  C.  Murray,  M.D. 
Orlando 
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Remigio  C.  Lacsamana,  M.D.,  new 
editor  of  the  JFMA 


May  1,  1985,  marked 
the  beginning  of  a new  era 
for  The  Journal  of  the 
Florida  Medical  Associa- 
tion. As  has  been  the 
policy  of  the  past,  the 
editor  ot  The  Journal  may 
serve  up  to  a five-year 
period.  Daniel  Nunn, 

M.D.,  from  (acksonville, 
has  completed  his  current 
term,  and  Remigio  C.  ■&£&$$$ *W\  &$£//£ 
Lacsamana,  M.D.,  from  M 00$$ 

Volusia  County,  has  be- 
come  the  new  editor  of  Dr  LaCsamana 

The  Journal. 

Dr.  Lacsamana  is  a native  of  the  Philippines,  and 
came  to  the  United  States  in  1964,  one  year  after 
graduating  from  medical  school.  His  writing  experi- 
ence began  early  in  his  college  career  at  the  Univer- 
sity of  Santo  Tomas  in  Manila  where  he  was  sports 
editor  and,  later,  assistant  editor  of  the  student 
publication.  Dr  Lacsamana  currently  practices  in- 
ternal medicine  in  Daytona  Beach.  He  has  been  ac- 
tive in  the  community,  as  well  as  in  the  Volusia 
County  Medical  Society,  since  his  arrival. 

Early  in  his  tenure  on  the  Executive  Committee 
of  the  Volusia  County  Medical  Society,  Dr.  Lacsa- 
mana noted  that  The  Stethoscope,  the  official  publi- 
cation of  the  Volusia  County  Medical  Society,  had 
been  dormant  for  several  years.  He  requested  that 
the  Executive  Committee  reactivate  publication  of 
The  Stethoscope  and  volunteered  his  services  as 
editor.  The  Stethoscope  was  again  published  in 


December  of  1980,  and  in  1982,  1983,  and  1985  was 
awarded  first  prize  for  General  Excellence  in  the  An- 
nual Journal  of  the  Florida  Medical  Association 
Awards  Contest  for  county  medical  society  bulletins. 
Dr.  Lacsamana  won  a first  place  award  for  Best  Edi- 
torial in  1983  for  his  article  on  "The  Changing 
Medical  Image."  In  1984  The  Stethoscope  also  re- 
ceived a special  citation  for  general  excellence  at  the 
annual  FMA  meeting. 

In  October,  1983,  Dr.  Lacsamana  was  appointed 
Assistant  Editor  of  The  Journal  of  the  Florida  Medical 
Association.  His  contributions  to  this  point  have 
been  outstanding.  I have  had  the  pleasure  of  knowing 
Remy  Lacsamana  for  the  past  fifteen  years.  Having 
read  his  editorials  in  The  Stethoscope,  and  in  talking 
with  him  personally,  I feel  that  he  is  an  intelligent, 
and  articulate  person  who  also  expresses  himself  in 
writing  with  clarity  and  alacrity.  In  the  next  five 
years,  Florida  Medical  Association  members  will 
become  familiar  with  Remy's  literary  talents  and,  in 
my  opinion,  the  excellence  that  The  Journal  of  the 
Florida  Medical  Association  has  enjoyed  over  the 
past  years  will  be  continued  under  his  very  capable 
leadership.  It  is  with  great  pleasure  that  I have  the 
opportunity  to  introduce  you  to  this  outstanding 
physician  and  very  personable  human  being. 


James  G.  White,  M.D. 
Daytona  Beach 
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Reflections  on  a new  season 


The  editorship  of  The  Journal  of  the  Florida 
Medical  Association,  Inc.  changes  hands  with  this 
issue.  Daniel  B.  Nunn,  M.D.,  the  editor  for  the  past 
five  years,  has  completed  his  term  after  steering  The 
Journal  to  new  heights  of  excellence.  The  responsi- 
bility now  falls  on  me,  as  the  new  editor,  to  continue 
the  job  and  to  maintain  The  Journal’s  tradition  of 
excellence. 

Editing  the  JFMA  will  be  a great  challenge,  more 
so  with  the  knowledge  that  it  was  named  the  best 
state  medical  journal  in  1983  at  the  Annual  Sandoz 
contest.  That  is  quite  a distinction,  and  henceforth 
will  be  a yardstick  against  which  judgments  on  the 
quality  and  excellence  of  The  Journal  will  be  made 
in  the  future.  In  many  ways,  the  achievement  should 
spur  the  current  editorial  staff  to  rise  to  the  occasion 
and  to  continue  to  produce  a medical  journal  of 
which  members  of  the  FMA  should  be  proud. 

The  transition  from  one  editor  to  another  is  an 
auspicious  occasion  for  the  new  editor  to  announce 
his  philosophy,  plans,  and  changes,  if  any,  for  The 
Journal.  I shall  exercise  that  prerogative. 

The  basic  philosophy  of  the  JFMA  will  remain 
the  same.  As  the  official  mouthpiece  of  the  FMA, 
The  Journal  will  continue  to  be  an  active  instrument 
to  promote  the  interests  of  the  medical  association 
and  its  members,  to  advocate  its  policies  and  stands 
on  various  issues,  to  serve  as  a repository  for  its  pro- 
ceedings, to  disseminate  scientific  and  other  types 
of  information,  and  to  serve  as  a forum  for  debates, 
discussions,  and  exchange  of  ideas  among  FMA 
members.  The  basic  format  will  also  be  retained, 
with  a few  forthcoming  changes  which  are  being 
planned  to  broaden  further  the  appeal  of  The  Journal 
to  its  readers  and  to  accomodate  the  far-flung  and 
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eclectic  interests  now  within  the  compass  of  medi- 
cine. Medicine,  after  all,  has  changed  drastically, 
and  The  Journal  needs  to  mirror  these  changes. 

One  plan  being  considered  is  an  increase  in  the 
editorial  coverage  of  the  broad  spectrum  of  issues 
and  subjects  now  facing  physicians.  The  astounding 
flurry  of  developments  in  medicine  today  makes 
this  necessary.  Informed  comments,  judgments, 
editorials,  opinions,  points,  and  counterpoints  from 
the  editorial  staff,  FMA  officers,  and  members  of  the 
medical  association  will  be  basic  staples  in  future 
issues.  Physicians  need  to  be  well  informed  not  only 
about  medicine,  but  about  other  issues  as  well  im- 
pinging on  the  practice  of  medicine  today.  In  getting 
physicians  immersed  in  this  crucible  of  issues,  The 
Journal  hopes  to  contribute  towards  a more  enlight- 
ened citizenry  among  members  of  the  FMA. 

Along  with  this,  plans  are  afoot  to  broaden  the 
news  coverage  of  people  and  events  shaping  the 
course  of  medicine  in  Florida.  There  are  many  such 
items  needing  statewide  exposure  which  should  ap- 
peal equally  well  to  physicians  in  Bunnel  and  to 
those  in  Miami.  Who  among  us,  for  example,  are 
familiar  with  Edward  Annis,  M.D.,  and  the  remark- 
able work  that  he  has  done  for  American  medicine 
the  last  twenty  years?  How  many  of  us  have  heard  of 
the  Mini-Internship  Program  except  in  the  few 
counties  like  Alachua  and  Volusia  where  it  has  been 
successfully  launched?  The  program  has  been  lauded 
by  the  press,  the  public,  and  physicians  as  one  of  the 
most  successful  public  relations  efforts  ever  put 
forth  by  the  medical  profession;  giving  it  more  ex- 
posure perhaps  will  stimulate  other  county  medical 
societies  to  do  the  same.  The  Journal  will  welcome 
contributions  along  this  line  from  county  medical 


societies,  and  will  accomodate  them  subject  only  to 
space  limitations. 

Another  forthcoming  change  is  the  appearance 
of  a section  on  medical  economics,  which  is  taking 
its  bow  in  this  issue.  Whether  we  like  it  or  not, 
medical  economics  has  become  entwined  with  the 
practice  of  medicine,  and  the  physician  who  ignores 
it  will  do  so  only  at  his  own  risk.  The  section  will 
explore  the  wide  array  of  economic  issues  confronting 
the  medical  profession  and,  in  so  doing,  enlighten 
physicians  and  perhaps  guide  them  in  making  deci- 
sions. The  section  will  have  its  own  editor  and  will 
have  the  backing  of  the  FMA  Council  on  Medical 
Economics. 

Expansion  is  also  being  planned  for  the  Book 
Review  section  which  has  been  intermittently 
limping  for  the  past  few  issues.  Books,  whether 
medical  or  non-medical,  should  be  an  integral  part 
of  every  physician's  career;  they  constantly 
challenge  and  stimulate  the  mind  and  the  heart,  and 
serve  to  remind  the  physician  that  he  is  not  only  a 
scientist,  but  a cultured  and  broadly  educated  person 
who  should  be  well  versed  in  other  human  disci- 
plines. Our  Book  Review  editor,  F.  Norman  Vickers, 
M.D.,  is  a polymath,  and  he  along  with  his  coterie  of 
reviewers  will  start  offering  in  future  issues  a more 
palatable  mixture  of  reviews  designed  to  curb  the 
common  post-medical  school  anorexia  and  to  stimu- 
late the  intellectual  appetite. 

Lastly,  a new  feature  is  being  planned  which 
will  serve  as  a special  forum  for  physicians  to  speak 
out  on  the  burning  medical  issues  of  the  day,  similar 
in  format  to  the  popular  Op-Ed  page  appearing  in 
many  national  newspapers.  This  will  complement 
the  editorial  pages  and  hopefully  will  stir  physicians 
to  write  and  tell  their  colleagues  what  they  think 
about  on  any  number  of  things.  There  are  many 
subjects  waiting  to  be  tapped  like  trial  lawyers, 


bumbling  government  bureaucrats,  HMOs,  the 
doctor  glut,  frozen  fees,  and  artificial  hearts;  let  us 
start  the  ball  rolling  and  hear  from  The  Journal 
readers. 

Further  changes  and  new  features  in  the  future 
of  course  will  be  dictated  by  changing  developments 
in  medicine  and  by  the  needs  of  the  JFMA  readers. 

In  the  process  of  editing  a publication  like  the 
JFMA,  I must  stress  the  point  that  the  ultimate  suc- 
cess of  The  Journal  will  depend  on  the  capabilities  of 
that  cast  of  characters  known  as  the  editorial  staff.  I 
am  happy  to  announce  that  I have  assembled  what  I 
feel  to  be  a talented  team  of  editors,  many  of  them 
veterans  of  The  Journal  editorial  staff,  and  others 
who  will  be  new  faces  but  excellent  writers,  in- 
cluding the  new  editors  of  the  Historical  and  Medical 
Economics  sections.  There  will  be  a new  category 
called  "Contributing  Editors,"  many  of  them  well- 
known  physicians  in  Florida,  and  they  will  comple- 
ment the  talents  of  our  staff.  Robert  Fore,  Ed.D., 
Sissy  Crabtree,  and  Mary  Fouraker  will  continue  to 
provide  us  with  excellent  editorial  help.  It  shall  be 
my  policy  that  every  name  that  appears  on  the 
editorial  masthead  will  contribute  to  the  production 
of  The  Journal;  this  can  only  add  to  the  vitality  of 
the  publication. 

If  we  continue  to  produce  a journal  that  is  worthy 
of  the  FMA  and  its  members,  then  we  know  we  are 
doing  our  job  well.  If,  on  the  other  hand,  The  Journal 
is  not  meeting  the  expectations  of  its  readers,  please 
let  us  know.  We  will  try  as  best  as  we  can  to  give 
you  a product  that  is  at  least  as  good  as  it  was  in  the 
past,  maybe  even  a tad  better. 

R.  G.  Lacsamana,  M.D. 

Editor 
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Governor's  plan  addresses  health 


In  the  comprehensive  State  Plan  presented  by 
Gov.  Bob  Graham  to  the  1985  Florida  Legislature, 
item  28  lists  the  following  goal  for  medicine:  "By 
1995,  Florida  will  have  a health  care  cost  inflation 
rate  no  higher  than  that  of  inflation  in  general, 
without  diminishing  the  quality  of  health  care." 

Prior  to  presentation  to  the  legislature,  this 
30-item  plan  was  developed  by  the  various  agencies 
of  the  Florida  state  government  and  submitted  to 
panels  of  citizens  all  over  the  state  for  their  com- 
ments and  input.  The  plan  attempts  to  address  all 
areas  of  life  in  this  state  that  are  expected  to  be  im- 
pacted by  the  phenomenal  growth  predicted  for  the 
next  15  years.  It  further  attempts  to  pinpoint  impor- 
tant issues  to  be  addressed  and  specific  measures 
which  may  be  used  to  resolve  those  issues  in  each 
area  of  concern.  The  issue  raised  regarding  health 
care  is:  "How  can  the  State  ensure  access  to  high 
quality  health  care  for  all  of  its  citizens  and  reduce 
the  rate  of  increase  in  health  care  costs?" 

To  address  that  issue,  the  Governor's  plan  sug- 
gests fourteen  specific  policies  as  the  guidelines  for 
the  State's  agencies  and  for  local  governments  and 
the  business  community.  In  general  those  policies 
aim  toward  increased  health  awareness  and  educa- 
tion, increased  emphasis  on  disease  prevention  or 
treatment  of  earlier  illness  to  avoid  more  expensive 
end-stage  disease,  increased  utilization  of  pre-paid 
plans  of  medical  care,  and  increased  competition 
and  cost  conciousness  among  consumers,  providers, 
and  insurers.  In  addition,  the  problems  of  long-term 
care,  environmental  safety,  and  cost-shifting  to  fund 
indigent  care  are  addressed. 

Generally,  this  portion  of  the  State  Plan  is  one 
with  which  the  physicians  of  Florida  can  and  should 
agree.  Gov.  Graham  has  listened  to  the  input  of 
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Florida's  physicians  in  the  past,  and  while  he  cannot 
be  said  to  be  in  complete  agreement  with  our  profes- 
sion on  many  issues,  he  has  certainly  helped  us  on 
several  occassions  in  thwarting  some  very  misguided 
programs  approved  by  the  Legislature.  There  can  be 
no  doubt  that  the  State  of  Florida,  like  government 
at  all  levels,  faces  a substantial  danger  of  runaway 
inflation  in  health  care  costs  when  one  reviews  the 
history  of  such  costs  in  recent  years.  We  must  be 
concerned  that  such  a runaway  does  not  occur  — 
both  as  a matter  of  concern  for  our  patients  and 
because  we  too  are  health  care  consumers  as  well  as 
providers.  Many  of  us  continue  to  have  strong 
doubts  about  the  ability  of  HMOs,  PPOs,  etc.  to  be  a 
panacea  for  such  problems,  but  there  is  no  longer 
any  question  as  to  whether  such  programs  will  be 
tried  extensively  and  it  is  no  surprise  that  the  State 
will  take  an  active  part  in  such  endeavors. 

The  goals  and  policies  of  the  Plan  are,  therefore, 
reasonable.  The  desire  to  avoid  "diminishing  the 
quality  of  health  care"  in  the  process  is  heartening. 
It  would  thus  appear  that  the  challenge  to  Florida's 
physicians  is  to  see  that  the  interpretation  of  those 
policies  in  the  coming  years  is  true  to  the  initial 
goals. 

The  danger  of  such  straying  is  evident  even  in 
the  proposed  plan  itself.  In  the  "background"  por- 
tion of  item  28  of  the  Plan  it  is  said  that ' 'In  1984  the 
Florida  Legislature  passed  innovative  legislation.  . . 
providing  financing  for  the  health  care  of  the  poor." 
This,  of  course,  refers  to  the  charge  assessed  to  all 
hospitals  in  the  state  as  a percent  of  their  revenues 
the  vast  majority  of  which  comes  from  paying  pa- 
tients. In  proposed  policy  E36,  however,  the  Plan 
states  a desire  to  ' ‘Avoid  the  unregulated  shifting  of 
costs  for  treatment  of  indigent  patients  to  other  pa- 


tient  groups  and  service  categories."  The  State  has 
therefore  got  off  to  a rather  poor  start  by  violating 
one  of  its  own  proposed  policies.  It  is  difficult  to  see 
much  difference  between  regulated  cost-shifting  and 
unregulated  cost-shifting  except  that  the  admini- 
strative costs  are  undoubtedly  higher  in  the  former. 

It  is  of  utmost  importance  that  Florida  physi- 
cians understand  this  long-range  plan  and  take  an 
active  interest  in  its  implementation.  We  owe  our 
patients  and  our  profession  the  attempt  to  control 
health  care  costs.  We  certainly  are  committed  to 


protection  of  the  quality  of  health  care  in  our  state 
and  to  its  improvement  whenever  possible.  We 
must,  however,  remember  that  not  every  road  paved 
with  good  intentions  leads  to  a desirable  destina- 
tion, so  the  implementation  of  this  plan  will  require 
close  monitoring  and  much  input  from  each  of  us. 

Henry  L.  Harrell  Jr.,  M.D. 

Associate  Editor 

JFMA 
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Roche  salutes 


More 
problems 
with  tampons? 


Recurrent  vaginal  and  cervical 
ulcers  can  be  added  to  toxic-shock 
syndrome  as  tampon-associated 
ailments.  A report  from  South  Miami 
Hospital  indicates  they  may  occur  in  one-fifth  of  men- 
struating women  and  are  more  common  with  long- 
term use.  Moreover,  microulceration  has  been  reported 
within  one  hour  after  tampon  insertion.  Symptoms 
may  also  be  subtle  and  often  the  same  as  those  for 
which  tampons  are  used,  including  spotting  and  dis- 
charge. Dyspareunia,  urinary  frequency  and  urgency 
and  dysuria  may  also  be  present.  Care  must  be  taken 
to  avoid  undue  delay  in  the  diagnosis  and  to  rule  out 
carcinoma.3 


Taking  the  bite  out  of 
rabies  vaccine 

Safe,  effective  and  economical  preexposure  protection 
against  rabies  is  now  available  to  veterinarians,  ani- 
mal handlers  and  other  high-risk  groups.  University  of 
Florida  (Gainesville)  researchers  report  the  successful 
use  of  intradermal  immunization  with  human  diploid 
cell  rabies  vaccine.  Two  0.1 -ml  doses  were  given  28 
days  apart.  This  is  far  less  expensive  than  the  recom- 
mended schedule  of  three  1.0-ml  I.M.  doses  and  sig- 
nificantly safer  than  the  standard  duck  embryo  rabies 
vaccine.' 


Steakless  "cafe'  coronary" 

Steak  after  a martini  is  not  the  only  culprit  in  fatal  food 
asphyxiation,  or  "cafe  coronary."  The  Office  of  the  Dade 
County  Medical  Examiner  has  identified  a variety  of 
predisposing  factors:  medical  institutionalization,  sed- 
ative drugs,  parkinsonism,  old  age,  poor  dentition  and 
alcohol  consumption.  With  institutionalized  adults,  fri- 
able foods  not  amenable  to  the  usual  rescue  tech- 
niques are  often  involved.  Observers  were  present  in 
a full  85%  of  fatal  cases,  indicating  a need  for 
increased  public  awareness.  Instruments  for  retraction 
of  foreign  bodies  should  be  made  readily  available  at 
public  facilites  and  nursing  homes.  And  new  tech- 
niques should  be  developed  to  deal  with  soft  foods 
that  cannot  be  cleared  by  a grasping  device  or  the 
Heimlich  maneuver.2 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol* 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


<e 

<£ 


Easier  to  remember. . . easier  to  prescribe 


*FeighnerJR  etal:  Psychopharmacology  61 .217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 


Two  vital  seminars  from  AHM 


LIMBITROL®  € Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  ot 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic -type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  betore  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  head  block,  stroke 

Psychiatric  Euphoria  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  udicaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  repoded  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  podion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s.  dose  may  suffice  for  some  patients 
l ower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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"Insurance  Coding  Seminar: 

Procedural  CPT-85  and 
Diagnostic  ICD-9-CM" 

Increase  the  proficiency  of  your  staff  in  collecting 
what's  due  you  and  the  level  of  your  reimburse- 
ments with  this  one-day  workshop... 


Here  are  just  a few  of  the  techniques  your  staff  will  leam: 

Why  correct  coding  increases  your  level  of  reimbursement 
now  and  in  the  future.  • How  the  insurance  c arriers  use 
coding  • How  to  recognize  and  code  each  proc  edural 
component  • Understanding  relationshijis  of  diagnoses 
and  procedures.  • Step-by-step  through  the  ICD-9-CM  — 
where  to  begin.  • How  to  avoid  the  "no-pay"  and 
"desperation"  codes. 

Florida  Coding  Seminar  Schedule 

Pensacola  |une  17,  1985  Pen  ^ola  Hilton  • 200  E.  Gregory  St. 
Tallahassee  June  18,  1985  Tallahassee  Hilton  • 101  S.  Adams  St. 
Tampa  |une  19,  1985  Holiday  Inn  Airport  • 4500  Cypress  Ave. 
Sarasota  (une  20,  1985  Ramada  Inn  Airport  • 

6545  N.  Tamiami  Trail 

Miami  |une  21,  1985  Omni  International  Hotel  • 

Biscayne  Blvd.  at  16th  St. 

Seminars  start  at  9 a.m.  and  conclude  at  4:30  p.m.  each  date 

* * * 


"Legal  Guidelines  Seminar 

for  Today's  Medical  Office  Staff" 

Your  staff  can  learn  how  to  recognize  potential  dif- 
ficulties in  the  day-to-day  operation  of  your  practice 
in  this  information-packed  one-day  seminar... 

With  the  rising  concerns  and  costs  of  malpractice  suits,  this 
may  be  the  most  important  seminar  your  staff  will  attend 
this  year 

Almost  every  task  assigned  by  your  office  could  develop 
into  a potential  legal  liability. ..for  the  staff'  member  and  the 
physician. 

A legally-alert  staff  can  be  instrumental  in  keejung 
themselves  and  their  jihysicians  out  of  legal  difficulties. 

The  critical  issues  addressed  in  this  seminar  will  help  your 
staff  learn  to  recognize  and  prevent  (potential  malpractice 
situations  that  can  be  devastating  to  a practice. 


Florida  Legal  Guidelines  Seminar  Schedule 

Tampa  |uly  17,  1985  Tampa  Marriott,  West  Shore  • 

1001  N.  Westshore  Blvd. 

Orlando  July  18,  1985  Royal  Plaza  • 1905  Hotel  Plaza  Blvd. 

Miami  July  19,  1985  Omni  International  Hotel  • 

Biscayne  Blvd.  at  16th  St. 

Seminars  start  at  9 a.m.  and  conclude  at  4:30  p.m.  each  date 

* * * 


Fee: 


All  seminars  are  taught  by  our  highly  qualified 
AHM  staff  members,  backed  by  our  company's 
11  years  experience  of  counseling  in  almost  all 
facets  of  the  health  care  industry.  Tuition  in 
eludes  a comprehensive  workbook/reterence 
manual.  samj>le  forms  and  resource  material 
plus  refreshments  Seminar  is  tax  deductible 
and  istullyguaranteedoryourtuition  will  be 
refunded  if  you  are  not  completely  satisfied 
Over  38,700  physicians  and  their  support 
staff  have  attended  AHM  seminars  nationwide 


$135.00  each  for  one  attendee  from  your  practice. 

$115.00  each  for  two  or  more  attendees  from  your  practice. 


Attendance  is  limited. ..please  register  early! 

Register:  Call  Toll  Free  1-800-543-4332 
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Current  research  activities 
on  some  toxic  environmental 
substances  of  major  concern  to 
Floridians 


Carl  D.  Pfaffenberger,  Ph.D.,  John  E.  Davies,  M.D.,  M.P.H.,  Thomas  D.  Atkeson,  Ph.D.,  and 
Frederick  W.  Kutz,  Ph.D. 


ABSTRACT  Three  groups  of  toxicants  are  discussed. 
In  EDB  studies  of  7.087  wells  tested.  10.  7%  contained 
>0  02  ppb  EDB  Foodstuffs  containing>1.0  pph  EDB 
have  been  removed  from  markets.  Persistent 
pesticide  work  confirms  total  DDT  levels  are  higher 
m black  citizens  but  residue  studies  of  cancer  pa- 
tients and  controls  indicate  no  differences  between 
the  two  groups  except  weight  loss.  Geometric  means 
for  nine  of  ten  persistent  pesticides  in  adipose  tissue 
are  lower  m Floridians  than  m the  general  popula- 
tion. Studies  of  volatile  halogenated  organic  com- 
pounds suggest  blood  levels  correlate  with  trihalo- 
methanes  m water  with  a plasma  chloroform  value  of 
11  ppb  attributable  to  dietary  sources.  Average 
plasma  chloroform  values  range  from  11  to  42  ppb 
with  corresponding  THM  levels  in  water  ranging 
from  nil  to  over  300  ppb  Workers  exposed  to 
degreasing  solvents  have  values  up  to  2,000  ppb 
with  75°/o-90%  of  the  chloroform  being  derived  from 
solvents. 
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X he  Department  of  Epidemiology  and  Public 
Health  of  the  University  of  Miami  School  of  Medi- 
cine has  been  involved  with  the  Florida  Department 
of  Health  and  Rehabilitative  Services  (HRS)  and  the 
U.S.  Environmental  Protection  Agency  on  several 
projects  concerning  ecological  and  human  health  ef- 
fects of  pesticides  and  other  organic  chemical  pol- 
lutants entering  the  environment.  This  paper  reviews 
some  of  these  research  activities  in  the  areas  of  EDB 
contamination,  monitoring  of  humans  for  pesticides 
residues,  and  human/environmental  distribution 
studies  of  trihalomethanes  (THMs)  or  THM-precur- 
sors  and  other  chlorinated  solvents. 

The  EDB  problem  • The  activities  of  HRS  have 
focused  on  ethylene  dibromide  monitoring.  EDB  is 
an  example  of  an  environmental  chemical  whose 
ubiquity  and  potential  toxicity  has  only  recently 
come  to  the  fore.  The  events  leading  to  recent 
suspension  of  all  of  its  agricultural  uses  are  instruc- 
tive, not  in  that  they  reflect  on  industry  or  govern- 
ment but  that  they  serve  as  a guide  to  what  type  of 
problems  may  be  expected  to  arise  when  other 
chemicals  are  found  in  similar  foodstuffs  sometime 
in  the  future. 

EDB  was  first  produced  in  quantity  in  the  1920s 
when  it  was  discovered  useful  as  a gasoline  additive 
which  scavenges  lead  residues  from  automobile 
engines.  After  World  War  II,  it  was  registered  as  a 
pesticide,  primarily  used  as  a soil  fumigant  and,  to  a 
lesser  extent,  as  a postharvest  fumigant  for  fruits 
and  grains.  EDB  production  increased  steadily  with 
rising  gasoline  consumption  and  agricultural  use  un- 
til its  production  peaked  at  330  million  pounds  in 
the  early  1970s.  Thereafter  production  declined 
with  the  increase  in  consumption  of  unleaded 
gasoline. 
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From  a toxicological  viewpoint,  acute  toxicity 
studies  have  determined  acute  oral  LD50  doses  of 
420  mg/kg  for  mice,  55  mg/kg  for  rabbits1,  and 
25-50  mg/kg  for  sheep2.  External  exposure  to  EDB 
causes  severe  dermal  and  conjunctival  irritation3 
and  inhalation  causes  respiratory  tract  irritation, 
epithelial  hypertrophy  and  hyperplasia.  Its  mode  of 
action  is  as  a strong  alkylating  agent.  In  liver,  the 
biological  activity  of  the  compound  is  enhanced  by 
conversion  to  the  corresponding  glutathione  deriva- 
tive which  has  an  even  greater  alkylating  potential 
than  the  parent  compound4. 

Early  concerns  about  EDB  toxicity  centered 
around  its  acute  effects  and  several  industrial  and 
agricultural  fatalities  have  been  reported.  In  the 
1950s  chronic  effects  due  to  low  doses  were  recog- 
nized in  animals.  Bondi  et  al5  fed  5. 0-7. 5 ppm  to 
chickens  and  reported  significant  egg  weight  reduc- 
tion. Amir  and  Volcani6  fed  1 mg/kg/day  to  bulls 
and  found  it  to  cause  abnormal  sperm.  Similar  studies 
have  confirmed  this  effect  in  bulls  7 9 and  in  rams10 
and  rats.11  Concern  over  human  exposure  increased 
following  a report  of  preliminary  results  of  an  NCI 
bioassay  that  EDB  appeared  to  induce  tumors  at 
high  rates  over  short  periods  of  time.12  Occupational 
groups  were  at  first  the  focus  of  EDB  studies  for  it 
was  initially  thought  that  residues  did  not  persist  in 
treated  fruit  or  grain.  Moreover,  it  was  believed  that 
EDB  did  not  pose  a threat  to  groundwater  due  to  its 
high  volatility  and  rapid  rate  of  degradation. 

Based  on  the  NCI  bioassay  and  other  studies,  in 
1977  the  U.S.  Environmental  Protection  Agency 
moved  to  restrict  exposure  to  EDB  by  initiating  its 
Rebuttable  Presumption  Against  Registration  pro- 
cess.13 Again  the  chief  thrust  was  against  occupa- 
tional exposure  but  as  more  information  accumu- 
lated scientists  within  the  agency  became  concerned 
about  the  potential  for  general  population  exposure 
through  residues  in  food  and  about  its  similarity  to 
DBCP  (l,2-dibromo-3-chloropropane)  and  other 
compounds  which  had  been  demonstrated  to  leach 
into  groundwater.14  Action  in  Florida  during  these 
two  phases  of  the  EDB  problem  essentially  evolved 
independently  from  this  point  on  and  will  thus  now 
be  considered  individually. 

Groundwater  • Little  regulatory  progress  was  made 
within  the  EPA  between  1980  and  1983  but  the 
aforementioned  concerns  within  the  agency  prompted 
several  separate  studies  of  EDB  transport  into  ground- 
water.  Almost  simultaneously  in  the  spring  of  1983, 
EDB  contamination  of  water  supplies  was  discovered 
in  California  (concomitantly  with  DBCP  contami- 
nation), in  Hawaii  where  contamination  was  limited 
to  two  wells,  and  in  southwestern  Georgia  where  it 
attracted  little  interest.  The  Florida  Department  of 
Agriculture  and  Consumer  Services  (FDACS),  sensi- 
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tized  the  previous  year  by  great  concern  over  con- 
tamination of  groundwater  with  Temik,  responded 
to  these  reports  by  monitoring  water  in  areas  where 
EDB  had  been  applied  at  high  rates  for  many  years. 
In  this  program  the  state  acted  as  a contractor  to 
citrus  grove  owners  in  the  central  ridge  area  to  apply 
EDB  in  “buffer  zones"  around  groves  infested  with 
the  burrowing  nematode  to  prevent  its  spread  to 
bordering  trees. 

The  first  samples  were  taken  in  early  July  1983; 
groundwater  contamination  was  immediately  dis- 
covered. The  FDACS  approached  HRS  and  the  De- 
partment of  Environmental  Regulation  (DER)  for 
assistance.  By  mid-August  over  100  wells  located 
near  the  buffer  zones  had  been  tested;  over  25%  con- 
tained EDB  in  concentrations  ranging  from  near  the 
detection  limit  of  0.02  ppb  to  several  hundred  ppb. 
At  that  time  public  concern  was  high  and  it  was  ap- 
parent from  the  fragmentary  evidence  on  hand  that 
substantial  amounts  of  EDB  had  been  used  by  pri- 
vate applicators  in  many  areas  throughout  the  state. 
The  governor  then  appointed  an  interagency  task 
force.  The  DER  chaired  the  group  and  with  its 
strength  in  engineering  and  geology  developed 
methods  of  treating  water  and  conducted  studies  of 
the  movement  and  persistence  of  EDB  in  ground- 
water.  The  HRS  with  its  environmental  health  staff 
in  every  county  and  most  large  laboratories  was  to 
define  the  scope  of  the  problem  by  controlling  further 
EDB  testing  and  formulating  policy  regarding  the 
health  effects  of  EDB  exposure.  The  FDACS  provided 
information  on  where  EDB  had  been  used  and  con- 
tinued to  analyze  water  samples.  The  Department  of 
Community  Affairs,  Bureau  of  Emergency  Manage- 
ment, was  asked  to  assist  with  the  management  of 
public  information  and  to  coordinate  distribution  of 
safe  water  to  those  who  had  only  contaminated 
sources  available. 

In  September  it  became  apparent  that  there  was 
a need  to  set  an  interim  standard  for  EDB  in  drinking 
water  for  the  guidance  of  the  public.  The  EPA  com- 
puted a quantitative  risk  assessment  for  exposure  to 
EDB  via  drinking  water  and  supplied  the  affected 
sites  with  a health  advisory.  A level  of  0.1  ppb  was 
chosen  which  translates  into  a risk  of  15  additional 
cancers  per  100,000  people  exposed  to  the  compound 
over  their  lifetimes.  The  level  was  somewhat  higher 
than  the  one-in-a-million  risk  level  generally  ac- 
cepted for  environmental  carcinogens  but  it  ap- 
peared appropriate  for  two  reasons.  First,  at  the 
time,  to  have  set  an  overly  restrictive  level  might 
have  needlessly  augmented  public  fears  if  subsequent 
analyses  demonstrated  that  the  EPA  figures  were  in- 
accurate. Moreover,  should  the  level  have  appeared 
too  high,  negligible  additional  public  risk  would 
have  accrued  in  the  few  months  required  for  the 
more  complete  investigation. 


The  advisory  level  and  related  information  was 
communicated  to  the  public  through  direct  contacts 
with  county  health  departments  via  letters  to 
owners  of  tested  wells  and  through  public  infor- 
mation brochures  and  a toll-free  hotline.  Persons 
whose  water  contained  over  0. 1 ppb  of  EDB  were  ad- 
vised to  switch  to  another  source  of  water  such  as 
that  supplied  by  the  task  force  and  those  whose 
water  contained  traces  of  EDB  below  0.1  ppb  were 
told  that  this  was  believed  to  be  a tolerable  level,  but 
water  was  also  made  available  to  those  who  desired 
it. 

Statutory  authority  to  set  maximum  contami- 
nant levels  for  public  drinking  water  supplies  rested 
with  the  DER  and  it  adopted  a drinking  water  stan- 
dard of  0.02  ppb  in  April  1984.  That  level  represents 
a risk  of  30  extra  cancers  per  million  exposed  people. 
This  derived  incidence  is  still  higher  than  many 
would  consider  desirable  but  it  is  difficult  to  obtain 
reproducible  analytical  data  even  at  this  concentra- 
tion. 

Defining  the  extent  of  EDB  contamination  con- 
tinues. The  FDACS  has  shown  that  EDB  has  been 
used  in  at  least  50  of  the  67  counties  in  Florida  in  a 
quantity  exceeding  165,000  gallons  (1983).  Sampling 
is  currently  underway  in  63  counties  and  over  7,000 
wells  have  been  tested.  Of  these,  757  (10.7%)  have 
contained  more  than  0.02  ppb  EDB.  Collection  of 
analytical  data  was  little  more  than  half  complete  at 
this  writing. 

Final  resolution  of  EDB  contamination  of  ground- 
water  lies  only  in  the  future  for  EDB  is  persistent 
under  subterranean  conditions.  Where  the  state  was 
responsible  for  the  application  of  EDB,  it  has  been 
proposed  that  it  be  responsible  for  contamination  of 
nearby  wells  and  undertake  mitigation  by  installing 
and  maintaining  granular  activated  charcoal  filters, 
drilling  new  wells,  or  extending  city  water  lines  to 
service  homes  with  potable  water.  For  wells  polluted 
by  private  actions,  it  has  been  left  to  the  individual 
to  seek  legal  redress  and  arrive  at  his  own  particular 
solution. 


Foodstuffs  • As  task  force  members  became  more 
familiar  with  the  literature  pertaining  to  EDB,  it 
became  apparent  that  the  public  was  probably  being 
subjected  to  exposures  of  unknown  magnitude 
through  persistent  residues  in  fruit  and  grain  pro- 
ducts which  had  been  fumigated  postharvest.  In 
mid-September  the  FDACS  began  sampling  com- 
mercial grain,  meat  and  poultry  products  and  testing 
them  for  EDB.  On  September  30,  1984  the  EPA  pub- 
lished its  Position  Document  4 on  Ethylene  Dibro- 
mide in  which  it  suggested  that  health  risk  from 
dietary  exposure  was  on  the  order  of  3.5  additional 
cancers  per  thousand  population,  clearly  an  unac- 
ceptable level.  Because  of  the  paucity  of  data  upon 


which  the  estimate  was  based,  the  EPA  declined  to 
take  action  on  limiting  postharvest  fumigation  of 
fruits  and  grains  at  that  time. 

The  FDACS  continued  testing  foods  in  the  fall 
of  1983  and  first  found  traces  of  EDB  in  cornmeal 
products  in  November.  Subsequently  focusing  on 
corn  then  on  other  grain  products,  the  first  weeks  of 
December  brought  a series  of  revelations  of  EDB 
contamination.  With  the  first  findings  of  extensive 
residues  in  cornmeal  products,  the  FDACS  solicited 
the  advice  of  the  HRS  Health  Program  Office  as  to 
the  proper  course  of  action.  It  was  agreed  that  all  ap- 
plicable federal  regulations  were  outdated  and  that 
ten  years  after  evidence  began  to  accumulate  con- 
cerning the  carcinogenic  nature  of  EDB,  it  was  cer 
tainly  time  to  take  action.  In  the  absence  of  precise 
quantitative  risk  estimates,  it  was  believed  appro- 
priate to  stop  the  sale  of  all  products  which  contained 
1.0  ppb  or  more  EDB,  the  level  at  which  the  com- 
pound is  both  detectable  by  gas  chromatographic 
techniques  and  confirmable  by  mass  spectormetry. 
Because  this  action  affected  nationally  distributed 
brands  of  grain  products,  it  received  wide  publicity. 
Feeling  that  this  was  not  just  a problem  in  Florida, 
the  governor  and  the  Commissioner  of  Agriculture 
petitioned  the  administrator  of  EPA  for  expeditious 
review  of  all  data  and  the  setting  of  uniform  tolerance 
levels  for  EDB  in  drinking  water  and  various  food- 
stuffs. 

Other  pesticide  residues  in  humans  • The  total 
health  effects  of  some  pesticides  from  the  perspective 
of  three  exposure  levels  had  been  examined  earlier. 
The  levels  include:  (a)  acute  exposure  and  related 
pesticide  poisoning  problems,  (b)  health  effects  of 
chronic  occupational  exposure,  and  (c)  incidental 
exposure  and  the  body  burdens  of  persistent  pesti- 
cides in  the  general  public  which  result  from  expo- 
sure via  trace  amounts  of  the  compounds  in  food, 
air,  water  and  house  dust.  Through  participation  in 
a National  Human  Adipose  Tissue  Monitoring  Pro- 
gram sponsored  by  the  Office  of  Pesticides  and  Toxic 
Substances  of  the  EPA,  systematic  sampling  of  adi- 
pose tissue  and  blood  was  conducted  and  subse- 
quently stratified  into  various  segments  of  the  pop- 
ulation, including  Florida.  Tables  1 and  2 compare 
the  types,  quantities  and  percentages  of  positivity  of 
the  body  burden  of  selected  organochlorine  pesticides 
for  74  Floridians  and  827  members  of  the  U.S.  general 
population  in  1978.  The  overall  geometric  mean  for 
total  pesticide  residues  found  in  these  samples  was 
lower  for  Floridians  than  for  U.S.  citizens  in  general. 
Moreover,  with  the  exception  of  trans-Nonachlor, 
the  adjusted  geometric  mean  of  each  individual 
residue  was  lower  for  Floridians  than  for  the  general 
population.  This  finding  becomes  particularly  more 
reassuring  when  the  time  trends  of  the  three  major 
organochlorine  pesticide  residues  (total  DDT,  beta- 
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Table  1 — Adipose  Tissue  Profiles  for  74  Florida  Residents  Compared  to  827  U S.  Residents  — Percent  Positive. 


Pesticide  Residue 

U S Residents 
% Positive 

Floridians 
% Positive 

! p.p'  — DDT 

99  39 

100  00 

p,p'  — DDE 

100  00 

100  00 

Total  DDT  Equivalent 

100.00 

100  00 

% DDE  of  Total  DDT 

100  00 

100.00 

Hexachlorobenzene 

94  19 

91.89 

trans-Nonachlor 

97  33 

97  29 

Oxychlordane 

96  73 

97  29 

Heptachlor  epoxide 

94  55 

95  94 

Heptachlor 

012 

1 35 

Dieldrin 

96  25 

95  94 

beta  - BHC 

94  07 

94  59 

gamma  — BHC 

0 84 

2 70 

Table  2.  — Adipose  Tissue  Profiles  (ppm)  for  74  Florida  Residents  Compared  to  827  U.S 
Means. 

Residents  — Ranges 

U.S  Residents 

Floridians 

Pesticide  Residue 

High 

Low 

Mean 

High 

LOW 

Mean 

p.p  — DDT 

6.310 

0000 

0.495 

2 460 

0060 

0 443 

p.p  - DDE 

53  420 

0.030 

3 156 

21  060 

0.210 

2 705 

Total  DDT  Equivalent 

62.170 

0 060 

3 908 

25  190 

0 310 

3 375 

% DDE  Total  DDT 

100.000 

26  790 

87  183 

97  160 

55  210 

86  654 

Hexachlorobenzene 

4 320 

0000 

0 052 

0100 

0027 

0027 

trans-Nonachlor 

2.540 

0.000 

0159 

1.290 

0.000 

0.182 

Oxychlordane 

1.540 

0.000 

0130 

0.660 

0.000 

0.115 

Heptachlor  epoxide 

2.310 

0000 

0.092 

0.210 

0 000 

0.072 

Heptachlor 

0.050 

0.000 

0000 

0.050 

. 0.000 

0.000 

Dieldrin 

5.900 

0.000 

0121 

0 530 

0.000 

0121 

beta  - BHC 

8.890 

0.000 

0195 

0.730 

0.000 

0.130 

gamma  — BHC 

0.110 

0000 

0.000 

0060 

0.000 

0.001 
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BHC  and  dieldrin)  are  reviewed  over  the  period  1970- 
1978  for  the  entire  U.S.  population.  These  time 
trends  are  indicated  in  Tables  3 and  4 which  present 
the  geometric  means  for  the  three  pesticide  residue 
values  (ppm)  in  the  general  population  over  the 
period  just  mentioned.15  Since  adipose  tissue  resi- 
dues of  total  DDT  have  been  found  to  be  almost 
twice  as  high  in  blacks  as  in  whites,  these  time 
trends  have  been  shown  separately  in  the  tables. 
Note  that  the  geometric  mean  level  of  total  DDT  for 
blacks  was  6.07  ppm  in  1978  which  was  approxi- 
mately the  same  order  of  magnitude  as  that  found  in 
whites  six  years  earlier  (6.23  ppm)  when  the  use  of 
DDT  was  first  canceled.  Although  no  adverse  health 
effect  has  been  demonstrated  with  body  burdens  of 
this  magnitude,  we  believe  the  time  trend  studies 
should  be  continued,  particularly  in  blacks,  to  ascer- 
tain that  the  declines  continue  to  be  operative 

While  studying  the  possible  health  effects  posed 
by  exposure  to  persistent  pesticides,  we  conducted  a 
case-control  study  of  total  DDT  adipose  tissue  resi- 
dues observed  for  122  cancer  cases  compared  to  con- 
trol subjects  matched  according  to  age,  race,  sex  and 
social  class.  Surgical /autopsy  samples  were  obtained 
for  24  cases  of  primary  lung  cancer,  22  cases  of  pri- 
mary lung  cancer  with  metastasis,  14  cases  of  gastro- 
intestinal cancer,  four  cases  of  gastrointestinal  cancer 
with  metastasis,  29  primary  breast  cancers,  ten  cases 
of  primary  breast  cancer  with  metastasis,  15  cases  of 
metastatic  cancer  and  four  othei  cancers.  Surgical/ 
autopsy  samples  were  similarly  obtained  from 
matched  controls  coming  to  surgery  or  autopsy  for 
nonmalignant  pathologies.  As  indicated  in  Table  5, 
there  was  no  statistically  significant  difference  be- 
tween the  mean  levels  of  cancer  and  noncancer  pa- 
tients for  total  DDT  or  dieldrm  residues.  The  only 


significant  difference  noted  between  the  two  groups 
concerned  rate  of  loss  of  weight,  it  being  greater  in 
the  group  having  cancer. 


Trihalomethane  monitoring  • This  is  the  third 
research  area  in  which  we  have  conducted  prelimi- 
nary studies  of  human  exposure  in  different  popula- 
tion groups.  Residents  of  greater  Dade  County  drink 
water  containing  anywhere  from  less  than  1 ppb  to 
over  300  ppb  trihalomethanes  (THMs;  the  sum  of 
chloroform,  dichlorobromomethane,  dibromochlo- 
romethane  and  bromoform)  which  are  by-products 
of  the  disinfection  process  using  either  direct 
chlorination  or  a combination  of  monochloramine 
chlorine  treatments  The  presence  of  THMs  has 
been  cause  for  concern  ever  since  the  NCI  deter- 
mined that  chloroform,  the  most  prevalent  of  the 
THMs,  is  a rodent  carcinogen  which  causes  kidney 
and  bladder  tumors  in  several  species  of  rats  and 
mice.  Rather  recent  federal  legislation  aimed  at  con- 
trolling the  allowable  THM  levels  of  municipal 
water  supplies  limits  the  total  THM  value  to  100 
ppb  but  the  law  only  applies  to  municipalities  of 
75,000  or  more  inhabitants.  Historically,  south 
Florida  drinking  water  has  been  found  to  contain 
over  300  ppb  chloroform  alone.  These  high  levels 
were  mainly  the  result  of  overchlorination  to  bleach 
the  natural  amber  coloration  of  subtropical  fresh 
water  which  contains  high  levels  of  humic  acid 
resulting  from  the  high  humus  content  of  the  water 
supplies.  More  judicious  use  of  the  amount  of  chlo- 
rine gas  used  has  lowered  the  THM  level  to  about 
140  ppb;<  and  recourse  to  the  monochloramine  pro- 
cess has  brought  current  THM  levels  within  accept- 
able values  of  under  50  ppb. 


Table  3.  — Temporal  Changes  in  the  Geometric  Means  of  Selected  Organochlorine  Pesticide  Residues  in  the 
Adipose  Tissue  of  the  U.S.  White  Population  During  the  Period  1970  — 1978. 


Year 

Persons 

Total  DDT 

beta-BHC 

Dieldrin 

1970 

1,373 

7.46 

0.44 

0 22 

1971 

1,545 

7.04 

0.37 

0.24 

1972 

1,877 

6.23 

0.30 

021 

1973 

1,085 

5 70 

0.32 

021 

1974 

892 

496 

0.23 

0.18 

1975 

771 

467 

0.24 

0.16 

1976 

667 

4 38 

0.25 

0.14 

1977 

775 

3.35 

020 

012 

1978 

802 

3 64 

019 

012 
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Table  4.  — Temporal  Changes  in  the  Geometric  Means  of  Selected  Organochlorine  Pesticide  Residues  in  the 
Adipose  Tissue  of  the  u.S.  Black  Population  During  the  Period  1970  — 1978. 


Year 

Persons 

Total  DDT 

beta-BHC 

Dieldrin 

1970 

1,373 

12.97 

0.69 

0.35 

1971 

1,545 

16.21 

0.65 

0.35 

1972 

1,877 

12.16 

0.47 

0.27 

1973 

1,085 

9.66 

0.37 

0.27 

1974 

892 

8.44 

0.31 

0.19 

1975 

771 

7.04 

0.27 

0.16 

1976 

667 

6.70 

0.30 

0.16 

1977 

775 

4.47 

0.19 

0.11 

1978 

802 

6.07 

0.23 

0.14 

In  our  studies,  blood  was  collected  from  non- 
occupationally  exposed  housewives  who  resided  in 
four  different  geographic  areas  around  Dade  County. 
Each  group  drank  water  which  averaged  a different 
THM  level.  Group  1 drank  water  from  private  wells. 
Group  2 used  water  from  municipal  wells  which 
were  only  very  slightly  chlorinated.  Group  3 drank 
water  which  had  an  average  THM  level  of  141  ppb. 
Group  4 lived  in  a municipality  of  under  75,000 
citizens  and  which  had  an  average  level  of  307  ppb 
THMs  in  their  finished  water  supply.  The  corre- 
sponding average  chloroform  levels  found  in  the 
plasma  of  these  residents  is  shown  in  Table  6.  There 
appears  to  be  a correlation  between  serum  chloro- 
form level  and  drinking  water  source. 

Since  there  was  no  THM  in  the  water  supply  of 
Group  1 and  low  levels  of  THMs  in  the  water  used 
by  Group  2,  it  was  deduced  that  an  average  of  about 
1 1 ppb  of  plasma  chloroform  could  be  attributed  to 
dietary  sources.  Some  dietary  sources  of  chloroform 


and/or  its  precursor(s)  include  margarine,  decaf- 
feinated coffee,  and  some  reconstituted  juices  and 
fruit  drinks.  Tobacco  smoke  is  also  a known  source 
of  chloroform  and  many  other  organic  compounds. 

In  continued  studies,  blood  was  collected  from 
209  adult  white  female  volunteers  who  had  been 
using  their  main  source  of  drinking  water  for  five 
years  or  longer.  Of  the  subjects  105  used  nonchlo- 
rinated  cooking  and  drinking  water  whereas  the  re- 
mainder used  chlorinated  municipal  supplies  for  five 
years  or  more.  No  volatile  halogenated  organic  com- 
pound other  than  chloroform  was  detected  in  any  of 
the  volunteers.  The  mean  plasma  chloroform  level  in 
the  municipal  and  well  water  populations  were,  res- 
pectively, 23.3  ppb  and  11.4  ppb.  A cumulative  per- 
centage distribution  plot  has  been  previously  pub- 
lished.16 When  two  exceedingly  high  values  were 
eliminated  from  the  statistical  calculations,  median 
values  for  the  two  groups  became  12.4  ppb  and  6.9 
ppb  respectively.  A Mann-Whitney  rank  sum  test 


Table  5.  — Comparison  of  Adipose  Tissue  Pesticide  Residues  (ppm)  in  122  Matched  Cancer  Patients  and  Controls 
Who  were  Residents  of  Dade  County,  Florida  During  the  Study. 


Total  DDT  Dieldrin  weight 


X 

S.D. 

X 

S.D. 

LOSS 

Control  Subjects 

7.8 

5.7 

0.3 

0.3 

— 

Cancer  Patients 

8.2 

6.4 

0.3 

0.3 

— 

p — Value 

NSD 

— 

NSD 

— 

< 0.001 

(Where  NSD 

= Not  Statistically 

Different) 
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Table  6.  — 

Average  Trihalomethane  Levels  in  Drinking 
water  and  Corresponding  Average  Blood 
Plasma  Chloroform  Levels.  (All  values  are  in 
parts  per  billion.) 

Average  thms 
in  Drinking 

Croup  water 

Average 
Chloroform 
in  Plasma 

1 

< 1 

11 

2 

20 

12 

3 

141 

24 

4 

307 

42 

indicated  a statistical  difference  between  the  two 
populations  at  a value  of  p =< 0 000 1 . From  these  and 
other  studies,  we  presently  view  a plasma  chloroform 
value  above  50  ppb  as  indicative  of  exposure  to  un- 
usual levels  of  chloroform  and/or  metabolic  precur- 
sors of  chloroform,  and  our  attention  was  next  turned 
to  a group  of  occupationally  exposed  individuals. 

In  a group  of  83  employees  of  a metal-working 
plant,  one  or  more  degreasing  solvents  were  detected 
as  well  as  elevated  levels  of  chloroform.  The  solvents 
in  greatest  use  were  trichloroethylene,  tetrachloro- 
ethlene,  and  1, 1, 1-trichloroethane,-  the  first  two  are 
metabolically  converted  into  trichloroacetic  acid 
which  decomposes  into  chloroform  and  carbon  di- 
oxide during  the  analytical  procedure  we  employ.  In 
85%  of  the  workers  studied,  detectable  traces  to 
quantifiable  amounts  of  one  or  more  of  the  above- 
mentioned  solvents  were  found.  The  average  total 
chloroform  level  (from  both  direct  and  derived 
sources)  was  190  ppb  or  about  eight  times  that  con- 
sidered normal  for  inhabitants  of  Dade  County. 
Some  total  chloroform  values  reached  2,000  ppb  or  2 
ppm.  Not  all  workers  were  directly  exposed  to  the 
solvents  but  indirectly  exposed  through  the  air  in- 
takes of  the  air-conditioning  system.  In  no  case  were 
the  reported  air  concentrations  higher  than  2%  of 
OSHA  recommended  values.  When  the  total  chloro- 
form values  were  subdivided  into  derived  (from 
solvents)  and  underived  chloroform,17  it  was  deter- 
mined that  75%-90%  of  the  chloroform  was  derived 
from  solvent(s),  presumably  via  the  major  metabo- 
lite, trichloroacetic  acid.  A few  residents  living 
several  miles  from  the  plant  were  also  sampled  and 
found  to  have  total  chloroform  levels  similar  to  those 
found  for  the  general  population  of  Dade  County. 


These  preliminary  investigations  suggest  that 
there  are  ways  to  measure  exposure  to  trihalome- 
thanes  and  other  chlorinated  solvents  in  both  the 
general  population  and  groups  occupationally  or  ac- 
cidentally exposed  to  volatile  organic  compounds  as 
a result  of  conditions  in  the  workplace,  groundwater 
contamination,  or  from  environmental  pollution 
resulting  from  toxic  waste  dumpsites.  Monitoring  of 
possible  contamination  of  our  environment  is  con- 
tinuing and  can  be  an  aid  to  the  physician  who  must 
address  the  health  problems  brought  about  by  the 
introduction  of  pollutants.  Another  paper  will 
follow  this  one  and  suggest  eight  steps  by  which  a 
concerted  plan  of  action  against  such  agents  may  be 
implemented. 
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Cervical  dilatation  in  the 
nonpregnant  patient  with  vaginal 
16-dimethyl  prostaglandin  E2 


Robert  C.  Nuss,  M.D.,  Tim  Baird,  M.D.,  Guy  Benrubi,  M.D.,  and  Robert  ).  Thompson,  M.D. 


ABSTRACT:  Dilatation  of  the  uterine  cervix  in  the 
nonpregnant  patient  was  successfully  accomplished 
by  preoperative  insertion  of  prostaglandin  E2  sup- 
positories. This  avoided  the  need  for  mechanical 
dilation  and  its  subsequent  harmful  effect.  The  use 
of  prostaglandins  in  this  clinical  situation  was 
associated  with  minimal  side  effects  requiring  no 
specific  therapy. 
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M echanical  dilatation  of  the  cervix  has  been 
deemed  harmful  to  subsequent  pregnancies.  Various 
studies  have  been  performed  among  pregnant  pa- 
tients to  determine  the  efficacy  of  cervical  dilatation 
with  vaginal  suppositories  containing  prostaglan- 
dins.15 In  this  clinical  trial,  vaginal  prostaglandin  E2 
suppositories  were  used  for  cervical  dilatation  in 
nonpregnant  patients.  PGE2  analogs  have  been 
found  to  have  a lower  incidence  of  side  effects  than 
PGF2. 

Patients  and  procedures  • Twenty  nonpregnant 
volunteers  between  the  ages  of  21  and  53  scheduled 
for  diagnostic  dilatation  and  curettage  at  University 
Hospital  of  Jacksonville,  Florida  were  the  subjects  of 
this  study.  Patients  with  a history  of  allergies,  car- 
diac, hepatic,  renal  or  peripheral  vascular  disease  in- 
cluding thrombophlebitis  and  thromboembolism 
were  excluded  as  were  women  with  active  pelvic  in- 
flammatory disease,  vaginitis,  cervicitis,  salpingitis, 
tubo-ovanan  lesions  or  known  uterine  anomalies. 
Patients  with  cervical  dysplasia  were  not  excluded. 
Each  patient  had  a preliminary  work-up  including 
history,  physical  examination  and  pelvic  examina- 
tion. Baseline  laboratory  procedures  included  uri- 
nalysis, complete  blood  count,  platelet  count, 
serum  pregnancy  test  and  SMAC-20.  At  the  time  of 
the  pelvic  examination,  the  diameter  of  the  cervical 
canal  was  measured  using  Pratt  dilators.  Pretreat- 
ment dilatation  was  recorded  as  the  largest  size 
dilator  which  penetrated  the  cervical  canal  easily. 

Following  initial  examination  and  at  least  three 
hours,  but  not  more  than  12  hours,  prior  to  scheduled 
dilatation  and  curettage,  one  suppository  containing 
15  mg  of  9-deoxo-9  methylene  16,  16-dimethyl  PGE2 
potassium  salt  (U-46,  785  B)  in  800  mg  base  (Witepsol 
H-15  (S)  base  with  2%  Cub-O-Sil)  was  inserted  into 


the  posterior  vaginal  fornix.  The  patient  was  then 
instructed  to  lie  supinely  for  at  least  one  hour.  No 
further  vaginal  examinations  were  performed  until 
surgery.  After  induction  of  anesthesia,  the  diameter 
of  the  cervical  canal  was  measured  with  Pratt  dilators 
with  the  largest  diameter  penetrating  with  ease  con- 
sidered the  posttreatment  dilatation.  The  consis- 
tency of  the  cervix  was  also  noted  as  was  any  addi- 
tional dilatation  required  to  complete  the  surgical 
procedure.  Side  effects  including  nausea,  vomiting, 
cramping,  diarrhea  and  other  reactions  to  the  drug 
were  recorded.  Alterations  in  vital  signs  were 
recorded  hourly.  Blood  loss  postinsertion  of  the 
vaginal  suppository  up  to  the  time  of  the  surgical 
procedure  as  well  as  total  blood  loss  from  the  time  of 
surgical  procedure  to  time  of  discharge  was  recorded. 
Laboratory  analysis  including  the  previously  men- 
tioned tests  was  carried  out  prior  to  the  prostaglandin 
suppository  insertion,  at  the  time  of  surgical  proce- 
dure, and  at  the  time  of  the  14  day  follow-up  exami- 
nation. Follow-up  examination  was  performed  at 
two  weeks  after  hospital  discharge  and  included  a 
pelvic  examination  with  notation  of  any  residual 
cervical  dilatation  or  injury.  Postoperative  abdomi- 
nal pain,  fever  or  infection,  if  present,  were  noted. 

Results  • The  patients  had  an  age  range  from  21 
years  to  53  years  with  a mean  of  33.65  ± 10.94 
years,  mean  weight  of  176.25  ±62.11  pounds,  mean 
gravidity  of  3.6  ± 2.93  and  a parity  of  2.7  ± 1.45. 
Mean  dilatation  with  the  suppository  was  7.44  ± 
2.2  mm  with  a range  of  0 - 9.7  mm.  Only  one  patient 
failed  to  dilate  and  50%  of  those  in  the  study  dilated 
to  >8.3  mm.  Twenty  percent  required  additional 
dilatation  with  only  minimal  force  necessary.  Five 
percent  experienced  cramps  described  as  mild  (men- 
strual type).  Only  30%  noted  vaginal  bleeding  with 
the  average  loss  being  2.6  ± 4.48  cc  with  a range  of  0 
- 18  cc.  Blood  loss  postsurgical  procedure  was  17.75 
± 14.28  cc  with  a range  of  5-60  cc.  Twenty  percent 
of  patients  encountered  vomiting  and  10%  ex- 
perienced diarrhea.  None  showed  an  increase  from 
baseline  temperature.  Twenty  percent  of  the  pa- 
tients had  a diastolic  blood  pressure  rise  of  20 
mmHg  above  baseline  with  a mean  of  5.2  mmHg. 
Ten  percent  had  a significant  change  in  pulse  rate 
(greater  than  30  bpm).  Statistical  analysis  of  results 
showed  a positive  correlation  between  age  and  total 
blood  loss  with  increasing  age  showing  increasing 


blood  loss  (p  = .008).  There  was  a positive  correla- 
tion between  age  and  increase  in  diastolic  pressure 
with  p = 0.0003.  There  was  a positive  correlation 
between  total  blood  loss  and  increasing  diastolic 
pressure  with  p = 0.025.  There  was  no  statistical 
significance  between  the  day  of  menstrual  cycle  at 
the  time  of  suppository  insertion  and  total  blood 
loss.  The  greater  the  time  interval  between  insertion 
of  the  vaginal  suppository  and  surgery,  the  less  the 
blood  loss  with  p = 0.04.  There  was  a positive  cor- 
relation between  dilatation  and  parity  with  p = 0.04. 
Analysis  of  laboratory  values  revealed  three  signifi- 
cant changes:  (1)  Total  bilirubin  levels  were  elevated 
from  a preinsertion  mean  of  0.42  mg%  to  a postin- 
sertion mean  of  0.58  mg%  (p  = 0.0019);  (2)  Serum 
glucose  levels  were  elevated  from  a preinsertion 
mean  of  104  to  a postinsertion  mean  of  138.4  (p  = 
0.0039);  (3)  Total  white  blood  count  was  elevated 
from  preinsertion  of  6.9  to  a postinsertion  of  9. 1 (p  = 
0.0073). 

Summary  • Good  dilatation  (a  mean  of  7.4  mm) 
was  achieved  with  vaginal  prostaglandin  supposi- 
tories with  PGE2.  Minimal  side  effects  were  en- 
countered and  did  not  require  any  specific  therapy. 
Laboratory  analysis  of  blood  and  urine  revealed  only 
minor  transient  changes.  Vaginal  PGE2  prostaglan- 
dins were  found  to  be  a safe  and  effective  means  of 
cervical  dilatation  in  the  20  nonpregnant  patients  in 
this  study. 
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Tongue  metastasis  from 
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(oat  cell)  lung  cancer 
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ABSTRACT:  An  unusual  case  is  discussed  of  small 
cell  cancer  of  the  lung  with  metastasis  to  the 
tongue.  Clinically  gorss  appearance  of  metastatic 
disease  mimics  a primary  squamous  cell  carcinoma 
of  the  tongue.  In  responsive  tumors  such  as  small 
cell  lung  cancer  and  breast  cancer,  systemic  chemo- 
therapy remains  the  treatment  of  choice.  We  report 
the  first  documented  regression  of  tongue  metastasis. 
The  prognosis  remains  poor. 
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V varrinnma  metastatic  to  the  tongue  is  rare.  A 
search  of  the  English  literature  revealed  less  than  65 
cases  of  metastases  to  the  soft  tissues  of  the  oral 
cavity.  These  reports  suggest  that  the  base  of  the 
tongue  is  the  intraoral  site  most  commonly  involved. 
We  report  a case  of  small  cell  carcinoma  of  the  lung 
metastatic  to  the  base  of  the  tongue. 

Case  report  • An  8 1 -year-old  black  male  presented 
with  a two-month  history  of  ten  pounds  weight  loss  and 
one  month  of  difficulty  in  swallowing.  He  had  anorexia, 
progressive  worsening  of  exertional  shortness  of  breath, 
and  cough  productive  of  about  5-10  cc  of  whitish  sputum 
per  day.  He  had  smoked  five  cigars  a day  for  over  60  years. 

Physical  examination  revealed  a cachectic,  ill-appearing, 
patient  in  moderate  respiratory  distress.  Respirations  were 
22  per  minute  and  labored.  ENT  examination  revealed  a 2 x 3 
cm  fungating  mass  at  the  side  of  the  right  base  of  the  tongue, 
extending  to  the  lateral  pharyngeal  wall  and  the  right 
posterior  tonsillar  pillar.  He  had  a palpable  right  supracla- 
vicular lymph  node  3x3  cm  and  a left  supraclavicular 
lymph  node  1x1  cm.  Examination  of  the  chest  revealed 
dullness  and  decreased  breath  sounds  in  the  right  hemi- 
thorax.  The  remainder  of  the  physical  examination  was 
unremarkable. 

Laboratory  data  including  blood  counts  and  screening 
chemistries  revealed  no  abnormality. 

Chest  x-ray  showed  a large  mass  lesion  and  complete 
obliteration  of  the  right  lower  lung  field  consistent  with 
atelectasis,  right  pleural  effusion,  and  a large  anterior 
mediastinal  mass  deviating  the  trachea  to  the  right  (Fig.l). 

During  the  hospital  course,  biopsy  of  the  lesion  in  the 
tongue  revealed  a partially  necrotic  neoplasm  composed  of 
small,  ovoid,  and  elongated  cells  with  dark  pleomorphic 
nuclei  and  little  cytoplasm.  Small  vessels  were  interspersed. 
The  tumor  cells  showed  focal  crush  artifact.  Diagnosis  was 
small  cell  anaplastic  carcinoma,  consistent  with  a primary 
lung  origin  (Figs.  2A,  2B).  A biopsy  of  the  right  supracla- 
vicular lymph  node  also  revealed  metastatic  small  cell 
anaplastic  carcinoma.  Thoracentesis  revealed  a grossly 
bloody  fluid  which  on  analysis  was  an  exudate  containing 
tumor  cells  consistent  with  small  cell  anaplastic  carcinoma. 


Chemotherapy  with  a combination  of  methotrexate, 
Adriamycin,  cyclophosphamide,  and  CCNU1  was  planned. 
Since  the  patient  had  a large  persistant  pleural  effusion, 
methotrexate  was  withheld  to  avoid  undue  toxicity.  The 
patient  was  given  a course  of  Adriamycin  50  mg  IV  (30 
mg/m^],  CCNU  50  mg  po  (30  mg/m\  and  cyclophospha- 
mide 500  mg  IV  (300  mg/m^).  The  tongue  mass  and  lymph 
nodes  decreased  in  size  and  were  barely  appreciable.  Pleural 
effusion  persisted,  however,  and  subsequently  the  entire 
right  hemithorax  became  opacified  on  x-ray.  The  patient's 
respiratory  status  gradually  became  worse  and  he  died  17 
days  following  chemotherapy.  There  was  no  autopsy. 

Discussion  • Metastatic  lesions  to  the  soft  tissues 
of  the  oral  cavity  are  rare.2  The  most  common  site 
appears  to  be  the  base  of  the  tongue  and  gingiva.3  4 In 
autopsy  series,  the  most  common  primary  sites  of 
metastases  to  the  tongue  are  lung,  melanoma,  kidney, 
and  breast.34  The  reason  for  predilection  of 
metastasis  to  the  base  of  the  tongue  is  unclear.  It  may 
be  related  to  the  rich  lymphatic  and  vascular  supply.2  3 
It  has  also  been  speculated  that  the  relative  immo- 
bility of  this  area  may  be  contributory.3  This  may 
also  explain  the  infrequency  of  metastasis  in  skeletal 
muscles.  In  the  recent  literature,  Kim  et  al2  reported 
two  cases  of  lung  cancer  metastatic  to  the  tongue.  One 
was  a patient  with  small  cell  carcinoma  metastatic 
to  the  base  of  the  tongue;  the  other  had  an  adenocar- 
cinoma metastatic  to  the  anterior  two  thirds  of  the 
tongue.  Inal  Singh  et  al5  reported  a case  of  adenocar- 
cinoma of  the  lung  metastatic  to  the  base  of  the 
tongue. 

The  risk  of  development  of  multiple  cancers  of 
the  aerodigestive  tract  including  metachronous,  head 
and  neck  primaries,  as  well  as  lung  and  esophageal 
cancers  by  cigarette  smokers  is  well  recognized  with 
an  approximate  average  annual  incidence  of  over  2%. 6 


Fig.  1 — Chest  x-ray  pa  showing  a large  mass  lesion  and  com- 
plete obliteration  of  right  lower  lung  field  consistent  with 
atelectasis,  a right  pleural  effusion,  and  a large  anterior 
mediastinal  mass  deviating  the  trachea  to  the  right. 


Fig.  2A.  — Tongue  oiopsy  snowing  Idiyeiy  neciOiic 
metastatic  oat  cell  carcinoma.  Foci  of  preserved  tumor 
(darkly  stained  cells)  are  seen  near  center  and  left  side  of 
photomicrograph,  (hematoxylin  and  eosin  stain;  originai 
mag.  x 100) 


ng  zts.  — Detail  of  Fig.  2A  showing  tumor  cells  with  charac- 
teristic pleomorphic,  hyperchromatic  ovoid  nuclei  and 
scanty  ill-defined  cytoplasm.  There  is  no  squamous  or 
glandular  differentiation,  (hematoxylin  and  eosin  stain; 
original  mag.  x 400) 

Recently  prospective  panendoscopic  studies  using 
bronchoscopy,  laryngoscopy  and  esophagoscopy 
revealed  two  or  more  synchronous  primaries  in  nearly 
17%  of  patients.7  While  lung  is  the  commonest  site 
of  metastasis,  the  incidence  of  lung  metastases  from 
squamous  cell  carcinoma  of  the  oral  cavity  is  about 
4%8  and  usually  occurs  months  or  years  after  the 
original  diagnosis.  These  data  suggest  that  syn- 
chronous primary  carcinomas  of  the  tongue  and 
lung  may  be  far  more  common  than  a primary  in  one 
of  these  two  organs  with  metastases  to  the  other. 
Clinically  gross  appearance  of  metastatic  disease 
mimics  a primary  squamous  cell  carcinoma  of  the 
tongue  and,  therefore,  biopsies  should  be  obtained 
from  both  sites.  A tongue  metastasis  is  hematogenous 
in  origin  and  is  associated  with  advanced  widespread 
metastatic  disease.3  4 In  patients  with  chemothera- 
peutically  responsive  tumors,  tongue  metastases 
should  be  treated  with  systemic  chemotherapy. 
Nearly  90%  of  patients  with  small  cell  lung  cancer 
respond  to  chemotherapy.1 
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Despite  treatment  with  systemic  chemotherapy, 
resulting  in  regression  of  metastatic  tumors,  the 
massive  primary  tumor  did  not  respond  in  the  patient 
presented.  It  has  been  suggested  that  response  of  a 
tumor  to  chemotherapy  depends  far  more  strongly 
on  the  site  of  metastasis  than  on  the  site  of  primary 
from  which  it  was  derived.9  Superficial  lesions  such 
as  lymph  nodes,  skin  and  integumentary  system 
respond  to  chemotherapy  better  than  visceral  lesions 
in  the  respiratory  tract  or  advanced  primaries.910 
Smaller  metastastic  tumors  have  shorter  doubling 
and  cell  cycle  time  (the  time  from  one  mitosis  to  the 
next)  and  higher  growth  fraction  than  the  larger 
tumor  mass  of  the  primary.10  11  Since  most  chemo- 
therapeutic agents  are  most  effective  against  cells  in 
DNA  synthesis,  metastases  can  be  expected  to  be 
more  sensitive  to  chemotherapy  than  the  primary 
tumor  from  which  they  arise.11  We  report  the  first 
documented  regression  of  a lingual  metastasis.  The 
prognosis  of  these  patients  is  reported  to  be  poor. 
This  is  borne  out  by  the  clinical  course  of  the  patient 
presented,  whose  condition  rapidly  deteriorated  and 
resulted  in  early  death. 
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glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC.  E 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  Ij 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor"  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae).  Haemoph 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  trom  mild  to  life  threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor1  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg,  pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor,  Lilly).  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0.21,  and  0.16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  valuesjl  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 
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Note  Ceclor"  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Ell  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 
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in  medicine, 
ineffective  bookkeeping 

con  try  one's 
patients. 


Research  proves  it.  Late  or  inaccurate  medical  billing 
makes  for  poor  receivables.  Patients  are  more 
prone  to  pay  in  full  when  statements  are  on  time  and 
complete.  (Cleanliness  of  design  helps,  too.) 

That's  where 
Southeastern  Medical  Data  Systems 

comes  in. 

Our  computer  service  is  state-of-the-art,  providing 
maximum  efficiency  in  accounts  receivable,  Medicare  and 
insurance  processing  and  follow-up.  Plus,  we  provide  all 
our  clients  with  customized  monthly  reports.  The 

advantages  are  many. 

Valuable  time  is  saved,  freeing  up  the  office  staff  to  do  the 
job  for  which  they  were  trained.  Collectibles  increase 
significantly.  Automated  record  keeping  in  some  cases 
even  helps  to  reduce  tax  outlays. 

Our  skilled  staff  can  tailor  a system  to  suit  any  need.  We  re 
small  enough  to  provide  the  personal  touch 
— and  very  big  on  service. 

Write  or  call  us  for  additional  information  and  we  ll  get 

back  to  you  immediately. 

After  all,  we  wouldn't  want  to  try  your  patience. 


southeastern 

medical  data 
systems 

22  west  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  florida  32806 
(305)  841-9792 


COLEGIO  MEDICO  CUBANO  LIBRE 
The  Cuban  Medical  Association 

Announces  The 

EIGHTH  INTERNATIONAL 
CUBAN  MEDICAL  ASSOCIATION  CONGRESS 

To  Be  Held  At  The  Sheraton  Bal  Harbour  Hotel,  Miami  Beach 

June  30th  - July  6,  1985 

Outstanding  Scientific  Program 

Guest  Faculty  Includes  Prominent  Physicians  From 
The  United  States,  Various  Latin  American  Countries  and  Europe 

The  Congress  Has  Been  Approved  For  50  Hours,  Category  I, 
American  Medical  Association  Recognition  Award, 

50  Mandatory  Hours  From  The  Florida  Medical  Association  And 
50  Prescribed  Hours,  Category  I From 
The  American  Academy  Of  Family  Physicians 

Daily  Scientific  Sessions 

Morning  Hours  — Plenary  Sessions:  8:30  A M.  to  1:00  P.M. 
Afternoon  Hours  - Different  Specialties:  2:00  P.M.  to  6:00  P.M. 

Registration  Fee 

$200.00  Before  June  14.  Otherwise  $210.00 

A Lively  And  Entertaining  Social  Program  Will  Be  Offered 

And  The 

Post-Congress 

To  Europe  and  The  Middle  East 

Spain  • Israel  • Egypt  • Italy 

July  7 to  July  22 
Additional  Options  To: 

A)  Paris  and  Lourdes;  B)  Palma  de  Mallorca  and  Lisbon 
C)  Venice,  Milan  and  Geneva 

For  information  and  registration  please  write  or  call 

CUBAN  MEDICAL  ASSOCIATION 

213  Aragon  Avenue  - P.O.  Box  141016 
Coral  Gables,  Florida  33134  - Tel:  (305)  446-9902 


SPECIAL  ARTICLES 


Medicine  obeys  the  law:  part  II 


Fred  O.  Smith,  M L) 


Everything  is  worth  what  its  purchaser  will  pay  for 
it.  Publilius  Syrus.  Maxim  84? 

In  1978  we  were  told  that  medicine  (or  the  health 
care  mdustryl  was  immune  from  the  law  of  supply 
and  demand,  that  only  doctors,  of  all  businessmen  in 
America,  were  free  to  charge  whatever  they  wanted 
without  regard  for  competition  or  customer 
resistance  We  do  not  hear  these  statements  any 
more,  I would  bke  to  take  credit  for  dispelling  that 
myth  ("Medicine  Obeys  the  Law,"  JFMA  1978)  but 
the  marketplace  accomplished  that  task  What  we 
now  hear  is  that  costs"  are  the  predominant  force 
for  change  m the  practice  of  medicine  "Costs"  is 
merely  another  word  for  the  law  of  supply  and  de 
mand,  arising  like  Lazarus  from  the  grave  to  iom  us 
at  the  end  of  the  feast  The  economic  windmill 
which  in  1978  was  casting  us  up  into  the  stars  is  to 
day  driving  us  down  into  the  dust 

The  law  of  supply  and  demand  states  that  in  a 
free  and  unrestricted  market  the  price  of  a product 
will  be  determined  by  the  interaction  nf  buyers  and 
sellers 


The  Author 

FRED  O SMITH,  M D 

Dr.  Smith  is  a member  of  the  Family  Practice  De- 
partment of  Mease  Clinic.  Dunedin 


We  physicians  operate  in  a marketplace  just  as 
do  other  purveyors  of  services.  Primary  care  physi- 
cians compete  in  a fairly  local  market  in  heavily 
populated  areas.  Patients  tend  to  stay  close  to  home 
for  grocery  shopping,  haircuts,  and  routine  medical 
care  For  "big-ticket  items"  such  as  automobiles  or 
yachts  or  triple  bypass  surgery,  the  consumer  will  be 
willing  to  travel  hundreds  of  miles  if  he  perceives 
such  a trip  to  be  to  his  advantage. 

Demand  • Six  years  ago  demand  was  strong.  Let  us 
recall  those  golden  days  of  yore  when  life  was  sweet 
and  we  physicians  were  keeping  our  incomes  rising 
with  the  rate  of  inflation.  Fish  were  bitin'  and  the 
cotton  was  high  The  governmental  entitlement 
programs  were  generous,  the  Nixon  fee-freeze  decree 
had  been  rescinded,  and  insurance  programs  com- 
bined to  force  demand  for  our  services  upward.  The 
population  was  growing  rapidly.  New  medical  skills 
such  as  endoscopy  and  CAT  scanning  required  more 
physicians  with  such  skills.  New  therapies  promis- 
ed longer  and  livelier  lives  and  customers  flocked  to 
receive  chemotherapies  and  vascular  surgery  and 
imnt  replacements.  Union  contracts  often  included 
"first  dollar"  coverage  which  encouraged  liberal 
use  High  employment  reassured  the  patient  that  he 
could  afford  the  elective  physician  visit  or  procedure. 
The  demand  rose  faster  than  our  numbers  (supply) 
and  our  fees  and  incomes  soared. 

But  ah,  my  friends,  and  oh,  my  foes,  there  has 
been  a change 

A penny  saved  is  a penny  got.  Henry  Fielding. 

Rising  corporate  health  costs  have  forced  firms 
to  cut  back  on  their  medical  generosity.  The  threat 
of  tax  reform  which  will  further  remove  corporate 
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tax  benefits  of  employee  health  costs  will  further 
lower  employee  demand.  You  think  twice  when  it's 
your  money. 

Now  Medicare  and  other  "entitlement"  pay- 
ments are  not  keeping  up  with  inflation.  The  elderly 
are  paying  more  and  more  of  their  total  medical  hills. 
The  Medicaid  program  is  paying  less  and  less.  Budget 
cuts  are  causing  purges  of  entitlement  rolls.  The 
emerging  HMO  programs  with  their  "gatekeeper" 
concept  are  decreasing  demand  for  physician  ser- 
vices, particularly  in  the  hospital  setting.  After  all, 
their  avowed  aim  is  to  decrease  hospital  admissions 
and  thus  decrease  costs. 

The  population  itself  is  changing,  and  those 
changes  have  been  well  summarized  in  the  report 
"The  Environment  of  Medicine"  by  the  AMA  Coun- 
cil on  Long  Range  Planning  and  Development.  The 
growth  rate  is  slowing.  The  fastest  growing  category 
of  Americans  is  now  the  30-44  year  age  group  which 
traditionally  has  visited  physicians  less  than  most 
other  age  groups. 

The  buyer-patient  has  perceived  the  price  charged 
for  medical  services  to  he  "too  high"  and  is  actively 
searching  for  ways  to  avoid  this  cost  (to  lower  his  de- 
mand for  our  product). 

Supply  • Six  years  ago  the  supply  of  practicing  phy- 
sicians was  limited  by  medical  school  capacity,  strict 
licensing  laws,  and  the  temporary  diversion  of  phy- 
sicians into  the  armed  forces,  charity  volunteer 
efforts,  street-front  clinics,  and  advanced  training 
programs.  Six  years  ago  physician  fees  were  rising  at 
a rate  which  almost  kept  up  with  inflation.  Mal- 
practice premiums  and  office  expenses  were  lower. 
It  was  easy  and  relatively  inexpensive  to  open  a new 
physician  office. 

Nobody  said  that  life  is  fair.  C.R.  Smith  (my 
father),  personal  observation. 

The  United  States  colleges  of  medicine  are  now 
geared  up  for  high  production  of  graduates.  After 
working  hard  to  respond  to  a "physician  shortage," 
they  now  find  themselves  chastised  for  contributing 
to  the  physician  glut.  Duke  University  was  one  of 
the  first  to  begin  the  courageous  step  of  cutting  its 
medical  school  class  size. 

The  "Environment  of  Medicine"  states  that 
"From  1970  to  1980,  the  number  of  active  U.S. 
physicians  (M.D.s)  increased  from  311,203  to 
435,545,  a 40%  increase." 

"In  1970  there  were  152  active  physicians  per 
100,000  persons  as  compared  with  191  active  physi- 
cians per  100,000  persons  in  1980.  That  is,  in  1970 
there  were  approximately  659  persons  per  active 
physician  as  compared  with  523  in  1980,  a decrease 
of  21%  over  the  ten-year  period." 

The  premed  students  of  the  70's  who  were 
unable  to  enter  U.S.  medical  schools  went  to  foreign 
medical  schools.  They  have  returned  to  go  to  work. 
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Our  liberal  immigration  laws  still  permit  foreign 
citizens  with  medical  degrees  who  yearn  to  "breathe 
free"  to  enter  the  U.S.  While  breathing,  they  are 
also  working,  increasing  physician  supply.  In  1982 
alone  graduates  of  foreign  medical  schools  received 
23.8%  of  new  licenses  issued  in  the  United  States. 

The  physicians  formerly  sequestered  in  newly 
expanded  postgraduate  training  programs  are  now 
out  in  practice,  looking  to  ply  their  finely  honed  and 
specialized  wares  on  the  American  public.  Again 
from  the  Report  of  the  JAMA  Council  on  Long  Range 
Planning  and  Development  — in  the  last  decade  the 
number  of  diagnostic  radiologists  has  grown  by 
293%,  gastroenterologists  by  126%,  plastic 
surgeons  by  102%,  and  neurologists  by  101%.  The 
number  of  internists  grew  by  68%  while  the  number 
of  general/family  practitioners  fell  by  5%.  The  AMA 
reports  that  in  1982  alone  17,605  new  physicians 
were  issued  their  first  licenses,  raising  the  total  of 
known  United  States  physicians  to  519,403,  a 67% 
increase  since  1970. 

Market  interaction  • You  don't  need  to  interpret 
dreams  to  know  that  the  lean  years  are  coming. 

The  law  of  supply  and  demand  affirms  that 
when  supply  rises  and  demand  falls  then  prices  will 
come  down.  The  action  by  the  American  Medical 
Association  to  call  for  fee  freezes  is  only  affirming 
what  the  market  is  already  doing  to  us.  As  a result  of 
the  downward  pressure  on  physician  fees  and  in- 
comes many  office-based  physicians  are  joining 
HMOs,  PPOs  and  IPAs.  This  "alphabet  soup"  of 
group  marketing  is  a thin  gruel  to  the  physicians 
who  must  "take  less"  in  order  to  keep  going.  In- 
creasing numbers  of  physicians  are  not  opening  a 
practice  at  all,  preferring  to  hire  out  to  the  "walk-in 
clinics"  that  are  springing  up  all  over  Florida.  The 
prevailing  wage  is  currently  $30  per  hour,  which 
when  annualized  approximates  the  salary  range  for 
physicians  in  the  Veterans  Administration  system 
or  the  Indian  Health  Service. 

Inflation  • A Penny  saved  isn’t  a hell  of  a lot. 
Carolyn's  Corollary  as  quoted  in  The  Official  Ex- 
planations, Paul  Dickson. 

Any  physician  who  has  not  heard  the  phrases 
"bracket  creep"  and  "adjusted  for  inflation"  must 
have  his  head  up  his  little  black  bag.  Primary  physi- 
cians have  seen  their  incomes  fall  behind  the  rising 
cost  of  living  by  approximately  2.8%  annually  over 
the  past  decade,  according  to  a recent  report  from 
the  American  Medical  Association.  Such  a shortfall 
over  ten  years  is  a drop  that  will  make  a primary 
physician  downright  disgruntled.  General  internists 
are  now  our  most  numerous  specialty  and  already 
we  are  hearing  cries  of  pain  with  words  like 
"cognitive"  and  "specialty  screen". 


Primary  physician  fees  have  been  unable  to  keep 
up  with  inflation  and  rising  professional  expenses. 
In  Florida,  for  example,  malpractice  premiums  are 
rising  very  rapidly.  Equipment  costs,  both  for  re- 
placement items  and  for  new  technology,  have  been 
climbing  higher  than  inflation  rates  or  fee  increases. 

Forecast  • . . .7  try  to  remember  when  making 
forecasts  in  the  field  of  economics  . . . that  whatever 
is  to  happen  is  happening  already.  Sylvia  Porter 
The  young  physician  emerging  from  his  sheltered 
cocoon  of  training  into  the  light  of  competitive  day 
is  liable  to  be  blinded.  More  physicians  will  accept 
salaried  positions  and  be  disappointed  with  their 
paychecks.  Group  practices  will  continue  to  in- 
crease both  for  economy  of  scale  and  for  ease  of 


marketing  as  competition  becomes  even  more  fierce. 
The  solo  practitioner  will  increasingly  pay  dearly  for 
his  freedom.  Marketing  efforts  by  hospitals  and  phy- 
sicians are  increasingly  rapidly.  For  the  short  run 
physicians  of  all  specialties,  and  primary  office 
physicians  in  particular,  should  tighten  their  belt  in 
anticipation  of  lower  incomes.  But  what  of  the  long 
run? 

In  the  long  run  we  are  all  dead.  Attributed  to 

Bernard  Baruch. 


• Dr.  Smith,  2052  Brendla  Road,  Clearwater 
33515. 
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The  hospice  model 


Samuel  R.  Warson,  M.D. 


The  "hospice"  of  today  is  a relatively  recent 
development  in  the  health  care  delivery  system.  It 
incorporates  advances  in  the  medical  care  of  the  ter- 
minally ill  with  the  traditional  "good  Samaritan" 
religions  and  humanitarian  approaches  of  the  past. 

The  advances  in  medical  care  include  a more  ac- 
tive and  definitive  role  for  "palliative  therapy"  and 
the  use  of  an  interdisciplinary  team  approach  to 
problems  encountered  in  terminal  illnesses. 

"Palliative  Therapy"  is  not  new.  The  relief  of 
pain  and  suffering  has  always  been  a primary  con- 
cern of  medicine  with  symptom  relief  as  the  goal.  In 
the  treatment  of  the  terminally  ill,  however,  the 
relief  of  pain  and  suffering  is  considered  to  be  neces- 
sary as  a prelude  to  the  ultimate  goal  of  working 
through  problems  of  separation,  etc.  that  accom- 
pany this  stage  of  the  life  cycle. 

The  "interdisciplinary  team"  approach  is  par- 
ticular useful  in  medicine  when  the  focus  in  on 
"the  human  condition",  as  in  hospice.  Representa- 
tives of  many  disciplines  join  together  to  forge  a 
diagnostic  and  therapeutic  instrument  that  goes 
beyond  the  contribution  of  any  of  the  disciplines  in- 
volved. The  team  is  egalatarian  or  democratic  and 
arrives  at  its  decisions  through  consensus. 
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The  hospice  physician  is  a member  of  this  team 
but  is  designated  by  the  Florida  statutes  (400.605, 
400.615)  as  "medical  director",  which  can  be  con- 
fusing in  terms  of  relationships  to  the  referring  or 
primary  physician.  Actually,  according  to  the  stat- 
utes, the  relationships  are  flexible  and  dependent  on 
the  wishes  of  the  patient,  the  family  and  the  physi- 
cians involved.  The  referring  physician  may  choose 
to  become  a member  of  the  hospice  team  or  delegate 
some  or  all  of  the  functions  of  a primary  physician. 
The  hospice  physician  is  responsible  for  the  palliative 
treatment  program,  which  is  really  a team  function. 

To  some  extent  the  relationship  of  the  referring 
physician  depends  on  the  way  the  hospice  is  struc- 
tured. This  can  vary  from  a free-standing  hospital 
facility  to  the  more  common  home  care  arrange- 
ment, with  hospital  wards  or  designated  beds  in 
between  Regardless  of  the  structure,  the  basic  pro- 
gram of  palliative  treatment  and  an  interdisciplinary 
approach  are  the  same. 

Historically  the  hospice  program  of  today  began 
with  the  establishment  of  St.  Christopher's  Hospice 
in  London,  England,  in  the  1960's.  The  founder,  Dr. 
(now  Dame)  Cicely  Saunders1  was  originally  trained 
as  a nurse  and  good  nursing  care  is  undoubtedly  the 
bedrock  of  the  hospice  program. 

Contemporaneously  another  physician,  Dr. 
Elisabeth  Kubler-Ross2,  who  was  trained  as  a psychi- 
atrist, began  to  look  at  the  process  of  death  and  dying 
from  a psychodynamic  point  of  view.  She  was  able 
to  distinguish  stages  in  the  process  and  made  it 
possible  to  understand  and  better  deal  with  what  the 
patient  was  going  through.  For  example,  a patient 
kept  talking  about  going  back  to  work  while  be- 
coming progressively  disabled  from  a malignancy 
with  resulting  turmoil  and  a "stand-off"  with  his 
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family.  The  hospice  program  helped  to  resolve  this 
and  made  it  possible  to  make  more  positive  use  of 
his  remaining  time. 

Like  all  treatment  procedures,  hospice  is  not  for 
everyone.  Acceptance  of  the  prognosis,  the  ability  to 
control  symptoms,  good  supportive  relationships 
and  the  need  for  specialized  treatment  procedures, 
such  as  surgery,  are  variables  that  determine  where 
and  how  the  patient  will  be  treated.  Remissions  may 
lead  to  "stand-by"  arrangements,  which  can  be 
supportive  for  all  concerned. 

In  addition  to  the  professionals  involved  in  the 
hospice  program  (physicians,  nurses,  social  workers, 
clergy,  psychologists,  etc.)  many  nonprofessionals 
participate  as  "volunteers".  These  are  dedicated, 
selected  and  trained  people  who  symbolically  repre- 
sent the  extended  family  and  neighbors  who  offer 
support  in  times  of  need.  They  make  the  event  of 
death  a concern  of  all  and  fulfill  the  observation  of 
John  Donne  the  16th  century  English  curate  who 
said:  "No  man  is  an  island  unto  himself.  . . Any 
man's  death  diminishes  me,  because  I am  involved 
in  mankind." 

Early  in  this  century  a social-anthropologist, 
Van  Gennep3,  investigated  cross  cultural  ceremonies 
and  rituals  that  accompany  transitional  phases  in 
the  life  cycle,  which  he  called:  "The  Rites  of 
Passage."  He  found  very  little  in  the  way  of  "rites" 
connected  with  the  initial  phase  of  the  passage  from 
life  to  death,  which  corresponds  to  the  shock  and 


denial  phase  noted  by  Dr.  Kubler-Ross.  There  are 
ample  "rites"  for  the  survivors  and  this  need  is  met 
by  hospice  through  bereavement  programs  that  ex- 
tend for  a year  following  the  death  of  a patient. 

Hospice  appears  to  have  filled  a gap  in  our 
health  delivery  system.  It  has  become  accepted  as  a 
reimbursable  service  by  insurance  carriers  and 
medicare  and  is  no  longer  dependent  on  contribu- 
tions. It  has  unique  qualities  and  a "spirit"  that 
fulfills  needs  that  go  beyond  the  discipline  of 
medicine  and  requires  an  interdisciplinary  team 
approach.  When  the  program  "works",  death  be- 
comes anticlimatic  and  accepted  as  a natural  stage 
in  the  life  cycle. 
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One  doctor's  view  of  the 
FMA  Annual  Meeting 


Lee  A.  Fischer,  M.D. 


This  article  is  my  attempt  of  describe  some  of 
the  events  that  took  place  at  the  Annual  Meeting. 
Some  find  these  activities  boring;  others  find  them 
stimulating.  Whichever  it  may  be,  participation  in 
organized  medicine  is  vital  to  our  survival  as  private 
organized  medicine  is  vital  to  our  survival  as  private 
practitioners.  Whether  one  likes  it  or  not,  our  local, 
state,  and  national  medical  organizations  are  the  only 
groups  with  our  interests  at  heart,  facing  a hostile 
press,  an  unconcerned  (as  least  as  far  as  quality  is 
concerned)  government,  and  a fickle  public.  Even 
with  all  our  failures,  we  would  have  been  in  far 
worse  shape  by  now  if  these  organizations  had  not 
been  fighting  for  us  day  in  and  day  out. 

I am  constantly  asked  by  my  colleagues  why 
they  should  support  various  levels  of  organized 
medicine.  This  question  has  been  heard  more  fre- 
quently since  the  Amendment  9 debacle,  but  it  was 
always  asked  over  the  years  concerning  the  AMA.  I 
could  probably  list  numerous  answers,  but  I con- 
stantly come  back  to  the  overriding  reason.  As  trite 
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as  it  may  sound,  in  unity  we  have  strength.  For  years 
it  has  been  painfully  evident  to  me  that  doctors  love 
to  fractionate  themselves.  If  they  do  not  like  the  way 
the  game  is  played,  they  pack  up  and  start  a hew 
organization  down  the  road.  On  a quiet  night,  if  you 
listen  carefully,  you  can  hear  the  press,  the  politi- 
cians, and  the  public  laughing  at  our  disorganization. 
They  know  that  if  we  ever  decided  to  really  work 
together,  we  would  be  a foe  to  reckon  with.  Perhaps 
some  day  we  will  get  the  chance  to  show  them  our 
strength. 

If  my  article  serves  only  to  stimulate  some 
thought  and  discussion  among  our  members  con- 
cerning the  workings  of  organized  medicine,  then  I 
will  have  accomplished  my  goal.  Many  of  you  out 
there  probably  have  no  idea  about  what  really  hap- 
pens at  FMA  and  AMA  meetings,  and  perhaps  some 
of  you  might  become  interested  in  getting  involved. 
If  that  happens  we  will  all  benefit. 

While  serving  as  a delegate  to  the  Florida  Medical 
Association  House  of  Delegates  over  the  past  eight 
years,  I seem  to  go  through  the  motions  automati- 
cally. With  the  exception  of  the  1984  meeting  held 
in  Orlando,  all  others  have  been  held  at  the  Diplomat 
in  Hollywood.  Thus,  on  Wednesday,  May  1,  1985, 
my  car  seemed  to  drive  itself  down  1-95  to  the  111th 
Annual  Meeting.  My  attendance  at  these  meetings 
allows  me  to  participate  first  hand  in  shaping  the 
policy  of  the  state  medical  association.  I take  it  for 
granted  that  the  system,  as  imperfect  as  it  may  be, 
works,  and  it  still  shocks  me  to  hear  colleagues  say 
that  the  system  "can't  be  changed"  and  that  organ- 
ized medicine  "isn't  doing  anything  for  us."  This 
article  is  one  doctor's  view  of  the  recent  FMA  Annual 
Meeting  from  the  inside.  It  is  by  no  means  a com- 
plete report,  but  it  is  an  attempt  to  give  those  of  you 


ne  Theatre 


FMA  President-elect  James  B.  Perry,  M.D.  (left)  and  AMA 
Trustee  Rufus  K.  Broadaway,  M.D. 


who  have  never  attended  an  FMA  meeting  a feeling 
for  what  happens  and  how  what  we  do  has  a direct 
effect  on  you  as  a practicing  physician  in  Florida.  A 
complete  report  of  the  proceedings  of  the  meeting 
can  be  found  in  the  August  issue  of  The  Journal. 

A few  weeks  before  the  meeting  the  Palm  Beach 
County  Medical  Society  delegation  met  and  discuss- 
ed the  material  in  the  delegates  handbook.  The 
handbook  included  various  reports  of  FMA  councils, 
committees,  officers,  Board  of  Governors,  and  AMA 
delegates.  Action  would  be  taken  on  recommenda- 
tions from  these  groups  and  also  resolutions  sub- 
mitted by  county  medical  societies. 

Two  hours  prior  to  the  opening  session  of  the 
House  of  Delegates  our  delegation  held  another 
caucus  to  discuss  additional  reports  and  resolutions. 
Much  of  the  first  session  was  ceremonial,  with  the 
presentation  of  FMA  awards,  and  the  traditional  ad- 
dress of  the  outgoing  President.  The  House  of 


Delegates  is  the  policy  making  body  of  the  Associa- 
tion, and  is  made  up  of  county  delegations  composed 
of  one  voting  delegate  for  each  50  FMA  members. 
Delegates  are  able  to  speak  on  issues  and  vote  on  the 
floor  of  the  House.  Recommendations  made  by  the 
Board  of  Governors  and  resolutions  must  be  approved 
by  the  House.  Actions  taken  by  the  House  at  this 
meeting  will  be  summarized  later. 

All  business  presented  to  the  House  was  referred 
for  initial  discussion  to  reference  committees  which 
met  Thursday  morning.  Members  of  the  reference 
committees  are  appointed  by  the  speaker.  Anyone 
may  present  testimony  at  the  reference  committee 
hearing,  which  is  an  excellent  forum  to  air  one's 
views  on  issues  and  directly  influence  policy  of  the 
FMA.  After  hearing  testimony,  the  reference  com- 
mittees met  in  closed  session  to  hammer  out  a report 
of  their  recommendations  to  present  to  the  next 
cession  of  the  House. 


Manatee  County  Delegate  Thomas  R.  Busard,  M.D.  receives 
a rousing  round  of  applause. 


ama  Executive  Vice  President  James  H.  Sammons,  m.d. 
(left)  and  fma  President  Frank  c.  Coleman,  m.d.  (right) 


From  Thursday  through  Saturday,  scientific  ses- 
sions were  held.  Many  specialty  groups  conducted 
scientifc  sessions  with  continuing  medical  education 
credit.  Technical  and  scientific  exhibits  were  on 
display  during  this  time. 

All  is  not  work,  however,  as  there  are  some 
social  activities  at  which  one  can  relax  and  socialize 
with  friends.  Two  receptions  were  held  Thursday 
night,  followed  by  the  annual  editor's  dinner  hosted 
for  the  past  five  years  by  Daniel  B.  Nunn,  M.D., 
Editor  of  The ■ Journal.  The  event  was  attended  by 
The  Journal’s  associate  and  assistant  editors,  FMA 
officers,  and  members  of  the  Board  of  Governors. 
Each  year  at  the  dinner  the  FMA  presents  awards  to 
outstanding  county  medical  society  bulletins.  This 
year's  dinner  was  particularly  memorable  as  Dr. 
Nunn  ended  his  full  five  year  term  as  editor  and  was 
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the  recipient  of  many  awards  for  his  outstanding 
contributions  to  the  FMA.  R.  G.  Lacsamana,  M.D., 
from  Daytona  Beach  was  named  editor,  replacing 
Dr.  Nunn. 

The  annual  Baldwin  lecture  was  delivered  Friday 
by  fames  Sammons,  M.D.,  Executive  Vice  President 
of  the  American  Medical  Association,  followed  by 
the  FLAMPAC  luncheon  with  guest  speaker  Douglas 
Kiker.  On  Friday  night  the  annual  President's  recep- 
tion was  held  next  to  the  Atlantic  Ocean,  under  a 
full  moon. 

The  House  reconvened  Saturday  afternoon  to 
discuss  reference  committee  reports,  followed  by 
formal  nominations  foi  FMA  elections.  We  recon- 
vened Sunday  morning  to  vote,  finish  committee 
reports,  and  install  uir  new  President,  Luis  Perez, 
M.D.  As  the  delegates  headed  for  home,  the  new 
officers  and  Board  held  their  first  meeting 


FMA  President  Frank  C.  Coleman,  M.D.  and  incoming  Presi- 
dent Luis  M.  Perez,  M.D. 


Here  is  a short  list  of  some  of  the  items  enacted 
by  the  House.  A complete  account  of  the  proceedings 
of  the  House  may  be  found  in  the  August  issue  of  The 
Journal. 

• Voted  to  move  the  Annual  Meeting  to  September 
as  soon  as  possible  instead  of  holding  the  meeting 
in  May  to  avoid  the  annual  conflict  with  the  leg- 
islative session. 

• Voted  to  reduce  the  Annual  Meeting  format  from 
five  days  to  four  days. 

• Approved  a recommendation  that  each  FMA 
recognized  specialty  group  have  a voting  delegate 
and  alternate  delegate  in  the  House  of 
Delegates,  and  that  these  representatives  must 
also  be  FMA  members. 
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Flampac  President  Robert  E windom,  M D (left)  and  Aux- 
iliary/Flampac  Luncheon  speaker,  Douglas  Kiker. 

• Recommend  to  the  Board  of  Governors  that  a 
public  relations/educational  campaign  be  carried 
out  to  the  greatest  possible  extent  in  coordina- 
tion with  future  programs  of  the  AMA  and  the 
eounty  societies. 

• Instructed  that  FMA  seek  establishment  of  ap- 
propriate mechanisms  that  would  enable  the 
FMA  to  contact  physicians  and  their  county 
medical  societies  when  a medical  license  has 
not  been  renewed  (in  response  to  a large  number 
of  physicians  losing  their  license  simply 
because  the  Board  is  unable  to  locate  a current 
address) 


Dr  and  Mrs  (Bonnie)  John  Glotfelty  in  attendance  at  the 
Annual  Editors  Dinner. 


• Urged  passage  of  legislation  requiring  HMOs  to 
pay  non-contract  physicians  in  a timely  fashion 
when  those  physicians  care  for  HMO  patients  in 
emergency  situations. 

• Instructed  the  Board  of  Governors  to  retain  legal 
counsel  for  purposes  of  legal  and  other  actions 
to  force  Worker's  Compensation  to  institute  a 
more  equitable  fee  structure. 


• Instructed  the  FMA  delegation  to  submit  a reso- 
lution to  the  AMA  urging  Congress  and  the 
President  to  end  the  mandate  requiring  em- 
ployers to  offer  an  HMO  alternative  to  tradi- 
tional insurance  plans. 


• Dr.  Fischer,  1825  Forest  Hill  Blvd.,  West  Palm 
Beach  33406. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name  d’loi- 

c Print) 

Address 

City 

State 

(_ 

Zip 

2 

Specialty 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
22%  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30MS 


fou  know  it's  not  your 
rveryday  patient  problem. 
Ucoholism  is  far  different 
rom  most  other  diseases. 
3atients  try  to  hide  it  from 
fou.  They  resist  treatment. 
Fhey  deny  they  have  the 
lisease  at  all. 

Such  a complex  physical 
md  emotional  problem 
isually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  m 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  m the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognized 
treatment  programs  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  infonnation  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  County, 
V 813/447-4806)  any- 
time,  day  or  night. 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


UNIVERSITY  OF  MIAMI  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  MEDICINE 

TWELFTH  ANNUAL  REVIEW  COURSE  FOR  CERTIFICATION 
IN  INTERNAL  MEDICINE 

“FUNDAMENTAL  AND  CLINICAL  ASPECTS 
OF  INTERNAL  MEDICINE” 

July  28  - August  10,  1985 

SHERATON  BAL  HARBOUR  BAL  HARBOUR 

HOTEL  FLORIDA 

Director:  J.  Maxwell  McKenzie,  M.D. 

Program  Coordinator:  Jose  S.  Bodes,  M.D. 

This  course  is  designed  primarily  for  physicians  who  are  preparing  for  certification  in  internal 
medicine.  It  will  provide  an  intensive  survey  of  those  aspects  of  internal  medicine  which  should  be 
familiar  to  internists  qualified  for  certification.  Pertinent  basic  and  core  information  followed  by  a 
survey  of  recent  clinical  advances  needed  for  effective  patient  care  will  be  presented.  Printed 
materials  with  references  and  self-assessment  questionnaires  will  be  provided  to  all  registrants.  Pic- 
torial quizzes,  patient  management  problems,  videotape  symposiums  and  audiovisual  teaching  aids 
will  be  offered  throughout  the  meeting.  This  course  will  end  30  days  prior  to  the  certification  exam- 
ination of  the  American  Board  of  Internal  Medicine,  thereby  providing  time  for  assimilation. 


A faculty  especially  selected  for  its  expertise  in  review  courses  will  present  the  following  topics. 

Week  1 

Week  II 

Infectious  Diseases 

Slide  Review  and/or  Videotape 

Immunology  — Allergy 

Session 

Genetics  — Oncology  — Nuclear 
Medicine 

Cardiology 

Endocrinology 

Pulmonary 

Gastroenterology  — Hepatology 

Critical  Care  — ■ Hypertension 

Ophthalmology  — Pharmacology  — 
Toxicology  -----  Dermatology  — 

Acid-Base  — Renal 

Laboratory 

Neurology  — Psychiatry  — 

Rheumatology 

Radiology 

Hematology 

HIGHLIGHTS 

• Audio-Visual  Aids 

• Printed  Materials 

• Pictorial  Quizzes 

• Self-Assessment  Questionnaires 

• Self-Assessment  Sessions 

• Meet  the  Faculty  Sessions 

• Patient  Management  Problems 

• Video  Tape  Symposiums 

• 88  hours  of  AMA  Category  1 Credit 

Registration:  Entire  Course  (July  28-August  10)  $750*  (Before  May  31)  $800  (After  May  31) 

Week  I (July  28-August  3)  $550 
Week  II  (August  4-10)  $550 

Enrollment  must  be  limited  because  of  extensive  faculty  / registrant  interaction. 

Priority  will  be  given  to  those  registering  for  the  entire  course. 

For  registration  and  information  write  to:  Jose  S.  Bodes,  M.D. 

Department  of  Medicine  (R760) 

University  of  Miami  School  of  Medicine 
P.O.  Box  016760,  Miami,  Florida  33101 

* Includes  tuition,  printed  materials,  self-assessment  questionnaires,  use  of  audiovisual  aids,  library  loan 
of  TV  tapes,  cassette  tapes  and  set  of  slides. 


MEDICAL  ECONOMICS 


Medical  care:  a tangled 
web  of  paradoxes 


Jacques  R.  Caldwell,  M.D. 


Physicians  as  the  pro- 
viders of  individual  care 
are  hopelessly  bobbing  on 
the  surface  of  a cauldron 
of  confusion.  The  course 
of  medicine's  future  is  not 
only  vague  but  appears 
unplottable.  We  have 
been  the  participants, 
users,  developers  and,  in 
some  cases,  inventors  in  a 
technological  and  infor- 
mational revolution  that 
has  provided  our  society 
with  the  finest  health  care 
system  in  history.  This 
health  care  system  has  eradicated  several  horrible 
diseases,  greatly  extended  longevity,  and  probably 
enhanced  the  quality  of  life  of  most  of  our  citizenry. 
Despite  our  enormous  success  in  contributing  to  the 
welfare  of  the  population,  we  find  ourselves  besieged 
by  government,  industry  and  insurance  companies 
because  suddenly  the  economic  pontiffs  have  pro- 
nounced that  medical  care  is  too  costly.  We  are  con- 
fused. 

Most  of  us  entered  medicine  with  a preconceived 
bias,  confirmed  by  history  and  extending  back  to  an- 
tiquity, that  we  were  enrolling  in  a noble  profession. 
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Now  we  are  advised  that  we  are  labourers  in  an  in- 
dustry that  consumes  10%  of  our  gross  national  pro- 
duct. Such  perturbations  of  our  assumptive  world 
are  unsettling.  We  also  are  confused  and  angered 
because  our  training  inculcated  the  tenet  that  su- 
perior medical  care  for  every  patient,  regardless  of 
ability  to  pay,  is  the  first  principle  of  our  profession. 
Most  of  us  adhere  to  this  dictum,  yet  we  are  now 
blamed  for  the  expensive  medical  care  system.  The 
literature  is  replete  with  studies  concerning  the  high 
cost  of  medical  care. 

The  difficulty  in  defending  the  high  cost  of 
medicine  is  that  we  have  not  developed  techniques 
for  quantitating  the  economic  benefits  of  medical 
care.  For  instance,  most  responsible  corporations 
and  entire  industries  can  quantitate  their  total  reve- 
nues, expenses  and  profits  (or  losses),  and  the  posi- 
tive and  negative  sides  of  the  balance  sheet  are  well 
stated.  We  cannot  do  this  in  medicine.  The  outcomes 
of  our  services  have  been  measured  historically  m 
human  terms  of  pain  relief,  improvement  in  ac- 
tivities of  daily  living,  cures  of  infection,  etc.  Rarely 
has  anyone  examined  the  economic  benefits  of  a 
physician's  services.  When  IBM's  expenses  increas- 
ed by  17%  in  1984,  their  stockholders  did  not  criti- 
cize because  IBM's  revenues  increased  by  13%  and 
their  profits  increased  by  19%  h When  the  cost  of 
medical  care  increased  6%  in  1984,  however,  the 
national  outcry  was  deafening  because  we  physi- 
cians cannot  produce  a ledger  to  measure  the  econo- 
mic benefits  of  our  activities. 

The  first  difficulty  in  trying  to  evaluate  the  cur- 
rent hysteria  about  the  cost  of  health  care  is  the 
problem  of  evaluating  the  economic  advantages  to 
the  ill  person  or  "consumer".  Surely  large  financial 
gains  accrue  to  the  family  breadwinner  who  under- 
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goes  cardiac  bypass  surgery  and  returns  to  work  for 
5-7  more  years  instead  of  having  to  accept  early  re- 
tirement. Certainly  the  prevention  of  stroke  and 
renal  disease  by  hypertension  control  has  enhanced 
the  economic  productivity  of  many  individuals  who 
would  have  been  destined  for  cerebrovascular  acci- 
dents or  uremia.  Similarly,  successful  treatment  of 
arthritis  which  allows  afflicted  individuals  to  con- 
tinue working  productively  is  economically  benefi- 
cial. Since  illness  is  a fact  of  life  with  severe  econo- 
mic consequences,  medical  care  that  curtails  illness 
is  not  only  an  economic  benefit  but,  in  fact,  a huge 
asset!  We  must  begin  to  quantitate  this  asset  and 
educate  the  public  accordingly.  Intuitively  I suspect 
that  the  medical  advances  of  the  last  40  years  have 
contributed  more  to  the  vigour  and  expansion  of  our 
national  wealth  than  any  of  us  has  ever  imagined.  If 
this  indeed  is  the  case,  policy  makers,  regulators  and 
corporate  executives  must  be  encouraged  to  increase, 
rather  than  decrease,  investment  in  medical  care. 

The  second  factor  overlooked  concerning  the 
economics  of  health  care  is  that  the  health  care  in- 
dustry provides  an  enormous  economic  benefit  to 
society  through  its  employees.  Five  million  people 
are  involved  in  this  health  care  industry,  and  this 
system  generates  400  billion  dollars  of  services  per 
year.  When  one  multiplies  the  value  of  health  care 
services  times  the  velocity  of  money,  the  potential 
value  of  the  health  care  system  to  the  entire  American 
society  exceeds  two  trillion  dollars.  If  we  truncate 
the  health  industry  by  30%,  we  will  create  an  enor- 
mous economic  depression  in  this  country. 

A third  problem  is  encountered  when  sifting 
through  the  hyperbole  associated  with  future  projec- 
tions for  estimated  health  care  expenses.  Projections 
of  future  costs  are  predicated  upon  inappropriate 
numbers.  If  one  assumes  a 10%-11%  inflation  rate 
in  the  price  of  health  care  per  year  through  the  end  of 
this  century,  then  health  care  might  consume  1.9 
trillion  dollars  (or  14%  of  the  gross  national  product) 
by  the  year  2000. 4 If  one  assumes  an  inflation  escala- 
tion of  5%-6%  that  appears  more  realistic,  health 
care  will  cost  about  850  billion  dollars  by  the  year 
2000  (55%  less  than  the  projections  of  many  econo- 
mists). The  difficulty  with  the  exaggerated  projec- 
tion is  that  the  individuals  pronouncing  them  do  not 
allow  for  the  elasticity  inherent  in  economic  reality. 
As  an  example,  in  1974  we  were  advised  that  world 
oil  stocks  would  be  nearly  depleted  by  the  end  of 
this  decade;  high  prices  stimulated  lower  consump- 
tion and  greater  industrial  production,  and  we  see  a 
curent  oil  glut.  The  same  market  factors  will  modu- 
late health  care  costs. 

The  common  wisdom  is  that  in  five  years  medi- 
cine will  be  thoroughly  enmeshed  in  a network  of  a 
few  competing  corporations  and  the  individual  prac- 
titioner will  be  a species  endangered  by  extinction. 
Survival  will  be  limited  to  those  individuals  who 
have  “vertically  integrated"  every  economic  aspect 
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of  their  practices  with  hospitals  and  other  physicians 
in  order  to  keep  costs  minimized  and  operations 
streamlined.  Fortunately,  common  wisdom  is  usu- 
ally wrong,  but  we  are  in  a transition  period. 

Pacification,  immobility,  and  intellectual  cata- 
tonia are  prescriptions  for  disaster.  Jousting  with 
bureaucrats  through  the  judicial  process  is  expensive 
and  has  been  proven  rather  fruitless  in  the  past.  We 
certainly  lack  sympathy  from  state  and  national  leg- 
islative bodies,  and  lobbying  will  not  stave  off  the 
disaster  that  confronts  us.  Also,  none  of  these  re- 
sponses are  appropriate.  What  are  we  to  do? 

We  need  to  appeal  to  our  natural  constituency  — 
our  patients.  We  need  to  enlist  THEM  as  our  allies 
in  our  efforts  to  prevent  the  disassemblage  of  Ameri- 
can medicine.  Recent  studies2  3 have  shown  that 
about  60%  of  patients  do  not  want  to  have  their  cur- 
rent doctor-patient  relationship  disturbed;  85%  are 
not  bothered  by  the  increased  percentage  of  the  gross 
national  product  that  medical  expenditures  con- 
sume, and  75%  of  patients  are  happy  with  their 
medical  care.  We  need  to  capitalize  upon  this  favor- 
able public  opinion.  We  need  to  educate  our  patients 
about  the  consequences,  turmoil  and  changes  that 
currently  beset  medicine.  The  entire  citizenry  of 
this  country  does  belong  now  or  will  belong  in  the 
future  to  some  subset  of  our  patient  population. 
They  all  consume  medical  care,  and  ultimately  the 
well-being  of  the  medical  care  system  will  influence 
them  as  much  as  it  influences  us. 

Education  of  our  patients  will  require  marketing 
skills.  The  competitive  advertising  we  now  see  ap- 
pearing in  the  media  for  hospitals,  clinics  and  physi- 
cians is  not  the  type  of  marketing  we  need,  and  such 
advertising  abrades  the  professional  sensitivities  of 
most  of  us.  We,  however,  can  use  the  media  in  a 
dignified  fashion.  We  can  inform  the  general  public 
of  the  advantages  and  disadvantages  of  FIMOs,  PPOs 
and  IPAs.  We  can  make  known  to  the  public  our 
concerns  about  capitation-type  reimbursement 
schedules,  curtailment  of  medical  research,  the 
disadvantages  of  personal  DRGs  and  the  conse- 
quences of  limiting  access  to  medical  technology. 
Since  we  also  are  embroiled  in  economic  fomenta- 
tion, we  need  to  communicate  in  economic  terms  by 
reminding  them  of  the  economic  benefits  they 
derive  from  the  medical  care  we  give.  When  we 
communicate,  we  usually  stress  the  humane  facets 
and  outcome  of  medical  care,  now  we  must  stress 
the  positive  economic  side  of  health  care. 

The  capriciousness  of  the  marketplace  and 
politics  never  would  have  permitted  the  longterm 
commitment  to  excellence  that  has  given  us  the 
medical  advances  of  the  past  40  years.  It  is  extra- 
ordinarily important  that  we  as  physicians  rescue 
American  medicine  from  its  threatened  control  by 
bureaucrats,  accountants  and  boards  of  directors. 
Decisions  concerning  the  allocations  of  resources, 
the  quality  of  research  and  development,  and  the  ap- 


plication  of  technology  must  be  maintained  as  the 
preserve  of  the  physicians.  We  should  allow  experts 
in  these  other  fields  to  inject  their  expertise  into  our 
decision  processing,  but  the  final  responsibility  for 
the  health  care  of  this  nation  must  rest  with  its 
physicians. 

The  disadvantage  we  have  as  physicians  is  that 
most  of  us  are  ill-informed  and  unable  to  communi- 
cate with  our  patients  on  any  of  these  matters.  Our 
medical  society  leaders  are  not  marketing  experts. 
The  messages  we  wish  to  transmit  must  be  derived 
from  data  that  are  not  readily  available.  The  purpose 
of  this  new  series  of  articles  on  medical  economics 
is  to  explore  these  various  issues  and  critically  ex- 
amine major  changes  that  are  erupting  (such  as  alter- 
native health  care  delivery  systems,  individual 
DRGs,  the  MESH  concept,  the  control  of  medicine 
by  government  insurance  and  retailing  companies). 
Hopefully  from  this  exploration  will  emerge  new 
strategies  for  the  direction  of  health  care  — strategies 
that  can  preserve  the  excellent  and  jettison  the 
wasteful  within  the  present  system,  fertilize  the 
imagination  of  the  readers  and  spawn  new  ideas 


which  will  eradicate  our  current  malaise,  and  inspire 
the  Florida  Medical  Association  to  nurture  and 
foster  these  ideas  and  provide  an  experimental  milieu 
for  their  trial  and  development. 

George  Bernard  Shaw  stated,  "The  reasonable 
man  adapts  himself  to  the  world;  the  unreasonable 
one  persists  in  trying  to  adapt  the  world  to  himself. 
Therefore,  all  progress  depends  on  the  unreasonable 
man."  Perhaps  we  need  to  be  more  unreasonable. 
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(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef -Computers  in  Health  Care”  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  “COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  RO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125’  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx: 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae; Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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BID 


Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling’s  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consuit  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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preferences.  The  other  goes  to  opportunities  to  get 
information  on  what  they  offer.  Periodic  searches 
then  will  put  family  physicians  and  opportunities 
together.  Family  physicians  will  receive  the  ques- 
tionnaires of  opportunities  that  best  fit  their  prefer- 
ence. Similarly,  opportunities  will  receive  family 
physicians'  questionnaires,  unless  the  family  physi- 
cians wish  otherwise.  Physicians  and  opportunities 
follow  up  directly  with  one  another. 

COMPASS  is  free  for  AAFP  members  looking 
for  practice  locations.  Opportunities  are  charged 
according  to  the  following  fee  schedule:  (1)  AAFP 
members  looking  for  someone  to  join  or  buy  their 
practice  — $175  per  year;  (2)  Non-members  (physi- 
cians, hospitals,  communities,  etc.)  — $225  per 
year;  (3)  For-profit  search  firms  — $600  per  year.  All 
opportunities  pay  $150  for  each  additional  position 
listed. 

Additional  information  may  be  obtained  by 
writing  COMPASS,  AAFP  headquarters,  1740  W. 
92nd  Street,  Kansas  City,  Missouri  64114. 

The  AAFP  is  the  national  organization  for  family 
physicians,  representing  more  than  57,000  family 
doctors  and  medical  students. 


AMA  publishes  current  list  of  self- 
designated  practice  specialties 

The  Division  of  Survey  and  Data  Resources  of 
the  American  Medical  Association  has  published  the 
following  list  of  codes  for  self-designated  practice 
specialties: 

ADL  — Adolescent  Medicine 
AM  — Aerospace  Medicine 
A — Allergy 

AI  — Allergy  and  Immunology 

AN  — Anesthesiology 

CD  — Cardiovascular  Diseases 

CCM  — Critical  Care  Medicine 

D — Dermatology 

DMP  — Dermatopathology 

DIA  — - Diabetes 

DLI  — Diagnostic  Laboratory  Immunology 

EM  — Emergency  Medicine 

END  — Endocrinology 

FP  — Family  Practice 

GE  — Gastroenterology 

GP  — General  Practice 

GPM  — General  Preventive  Medicine 
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GER  — Geriatrics 

GO  — Gynecological  Oncology 

GYN  — Gynecology 

HEM  — Hematology 

IG  — Immunology 

IP  — - Immunopathology 

ID  — Infectious  Diseases 

LM  — Legal  Medicine 

IM  — Internal  Medicine 

MFM  — - Maternal  and  Fetal  Medicine 

MM  — Medical  Microbiology 

NPM  — Neonatal — Perinatal  Medicine 

NEP  — Nephrology 

N — Neurology 

CHN  — Neurology,  Child 

NA  — Neuropathology 

NM  — Nuclear  Medicine 

NR  — Nuclear  Radiology 

NTR  — Nutrition 

OBS  — Obstetrics 

OBG  — Obstetrics  and  Gynecology 

OM  — Occupational  Medicine 

ON  — Oncology 

OPH  — Ophthalmology 

OTO  — Otolaryngology 

OFS  — Otolaryngological  Facial  Plastic  Surgery 

PTH  — - Pathology,  Anatomic/Clinical 

ATP  — Pathology,  Anatomic 

BLB  — Pathology,  Blood  Banking 

CMP  — Pathology,  Chemical 

CLP  — ■ Pathology,  Clinical 

FOP  — Pathology,  Forensic 

RIP  — Pathology,  Radioisotopic 

PD  — Pediatrics 

PDA  — Pediatric  Allergy 

PDC  — Pediatric  Cardiology 

PDE  — - Pediatric  Endocrinology 

PHO  — Pediatric  Hematology — Oncology 

PNP  — Pediatric  Nephrology 

PA  — Pharmacology,  Clinical 

PM  — * Physical  Medicine  and  Rehabilitation 

P — Psychiatry 

CHP  — Psychiatry,  Child 

PYA  — Psychoanalysis 

PH  — Public  Health 

PUD  — Pulmonary  Diseases 

R — Radiology 

DR  — Radiology,  Diagnostic 

PDR  — Radiology,  Pediatric 

TR  — Radiology,  Therapeutic 


REN  — Reproductive  Endocrinology 

RHU  — Rheumatology 

ABS  — Surgery,  Abdominal 

CDS  — Surgery,  Cardiovascular 

CRS  — Surgery,  Colon  and  Rectal 

GS  — Surgery,  General 

HS  — Surgery,  Hand 

HNS  — Surgery,  Head  and  Neck 

NS  — - Surgery,  Neurological 

ORS  — Surgery,  Orthopedic 

PDS  — Surgery,  Pediatric 

PS  — Surgery,  Plastic 

TS  — Surgery,  Thoracic 

TRS  — Surgery,  Traumatic 

U — Surgery,  Urological 

VS  — Surgery,  Vascular 

In  addition  to  the  above,  the  following  specialty 
designations  are  also  used: 

OS  — Other,  i.e.,  a specialty  other  than  those  ap- 
pearing above 

US  — Unspecified  specialty 


DEAN'S  MESSAGE 


In  vitro  fertilization  and  em- 
bryo transfer:  new  horizon 
in  treatment  of  infertility 
at  the  University  of  Miami 
School  of  Medicine 

A healthy  baby  girl  born  on  the  4th  of  last  April, 
in  Boynton  Beach,  was  the  first  infant  in  Florida  to 
be  successfully  conceived  through  the  In-Vitro  Fer- 
tilization and  Embryo  Transfer  Program  (IVF-ET)  at 
the  University  of  Miami  School  of  Medicine.  This 
complex  procedure  required  the  concerted  team  ap- 
proach of  University  physicians  from  the  Division  of 
Reproductive  Endocrinology,  the  Division  of  Diag- 
nostic Ultrasound,  the  Department  of  Anesthesiol- 
ogy, and  the  Ambulatory  Surgical  Pavilion  at 
Highland  Park  General  Hospital  in  Miami. 

To  be  eligible  for  the  IVF-ET  program,  the  couple 
must  be  married  and  under  40  years  of  age.  If  the  wife 
has  severely  damaged  or  absent  fallopian  tubes,  if  the 
husband  suffers  from  oligospermia  which  has  not 
responded  to  traditional  treatment,  or  if  the  cause  of 
infertility  cannot  be  determined  but  has  failed  to 


respond  to  conventional  therapy  for  more  than  two 
years,  the  couple  will  be  considered  candidates  for 
this  procedure. 

The  human  IVF-ET  process  involves  several 
steps.  Currently,  ovarian  hyperstimulation  is  in- 
duced with  several  different  types  of  medications. 
Protocols  most  commonly  used  are  clomiphene 
citrate  in  dose  of  150  mg/day  and  variable  doses  of 
human  menopausal  gonadotropins  (Pergonal).  This 
hyperstimulation  encourages  the  development  of 
multiple  oocytes,  which  are  recovered  by  laparoscopy 
for  fertilization  in  vitro. 

The  response  to  stimulation  is  monitored  pri- 
marily by  serum  estradiol  measurement.  Daily  real- 
time ultrasounds  are  utilized  to  determine  follicular 
growth  parameters,  the  number  of  follicles  devel- 
oping, and  the  time  of  ovulation  initiation.  The 
results  of  these  determinations  are  correlated  to 
judge  the  response  to  stimulation  and  the  time  of 
follicle  maturation. 

Laparoscopy  for  oocyte  retrieval  is  performed 
under  general  anesthesia  with  a specifically  designed 
oocyte  collection  system.  Follicular  fluid  scanning 
is  performed  very  rapidly  for  identification  and 
staging  of  the  maturity  of  the  collected  oocytes  in  a 
specially-designed  tissue  culture  laboratory  near  the 
operating  suite.  This  laboratory  is  used  for  oocyte 
identification,  oocyte  culturing,  sperm  washing, 
and  insemination.  Over  a 40-hour  period,  oocyte- 
embryo  culturing  is  performed  resulting  in  the 
development  of  the  early  conceptus.  Within  40-48 
hours  after  oocyte  collection,  the  embryo  is  trans- 
ferred by  transcervical  route  back  into  the  oocyte 
donor.  This  is  done  without  an  anesthetic.  The  pa- 
tient is  then  maintained  at  rest  for  a variable  period 
of  time,  usually  less  than  24  hours,  after  which  she 
is  discharged. 

Due  to  the  possibility  of  luteal  phase  inadequacy 
from  ovarian  hyperstimulation,  the  patient  may  be 
given  progesterone  for  approximately  ten  days  after 
the  embryo  transfer.  After  that,  serum  B-HCG  radio- 
immunoassay is  performed  to  detect  early  implanta- 
tion and  pregnancy.  If  the  woman  becomes  pregnant, 
she  will  be  referred  back  to  her  obstetrician  for  pre- 
natal care. 

As  of  April  of  this  year,  approximately  50 
laparoscopies  for  oocyte  retrieval  have  been  per- 
formed, resulting  in  the  transfer  of  one  or  more  eggs 
in  approximately  40  patients.  To  date,  this  has  re- 
sulted in  a total  of  seven  pregnancies,  four  of  which 
were  terminated  by  spontaneous  abortions.  The 
fifth  pregnancy  has  been  delivered  uneventfully  at 
term.  Delivery  of  two  more  pregnancies  is  expected 
sometime  this  summer. 

Currently,  IVF-ET  is  a clinically  applicable  pro- 
cedure and  no  longer  considered  purely  experimen- 
tal. Worldwide,  the  IVF-ET  pregnancy  rate  has  shown 
a steady  increase  since  its  first  conception  in  1978. 
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With  future  scientific  breakthrough,  it  is  of  little 
doubt  that  the  success  rate  may  some  day  surpass  the 
natural  conception  rate  which  has  been  estimated  at 
approximately  25  percent. 

Oscar  Davidson,  M.D. 
Associate  Professor 
Department  of  Ob/Gyn 
Bernard  f.  Fogel,  M.D. 

Vice  President  for 
Medical  Affairs,  and  Dean 
Tran  T.  Hung,  M.D. 

Assistant  Professor  and 
Director,  In  Vitro 
Fertilization  Program 
William  LeMaire,  M.D. 
Professor  and  Director, 
Division  of  Reproductive 
Endocrinology,  University 
of  Miami,  School  of  Medicine 
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Are  charges  too  high? 

From  1980  through  1984,  the  Consumer  Price 
Index  for  all  items  rose  6.5%.  In  the  same  period, 
physicians  services  rose  9.2%.  In  1984  alone,  the 
CPI  rose  only  4.0%  but  physicians  services  rose 
6.0%. 

What  does  this  mean?  To  a large  extent,  it  means 
just  what  it  looks  like  it  means.  Many  doctors  are 
staying  well  ahead  of  inflation  in  their  incomes,  and, 
in  fact,  are  going  from  rich  to  richer  when  compared 
to  their  fellow  citizens. 

As  we  see  the  growing  tide  of  change  all  about 
us  in  the  way  medicine  is  practiced  in  America,  we 
cannot  help  but  realize  that  the  ultimate  aim  of 
every  new  plan  that  is  being  tried  is  to  decrease  the 
amount  of  money  being  spent  for  medical  care.  This 
necessarily  must  mean  a decrease  in  the  amount 
ultimately  going  to  providers  of  such  care.  The 
government  agencies,  business  coalitions  and  in- 
surance groups  who  are  pushing  for  cost  cutting  are 
willing  to  look  at  almost  any  possible  method  to 
decrease  their  medical  costs. 

They  will  try  almost  any  group  which  presents 
itself  as  a cheap  alternative  to  physicians  — witness 
the  spreading  acceptance  of  nurse  practitioners,  the 
increasing  clout  of  chiropractors  trying  to  force  their 
way  onto  hospital  staffs  and  of  optometrists  trying 
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to  prescribe  drugs.  There  now  even  appears  to  be  a 
strong  possibility  of  Florida's  pharmacists  being 
given  the  right  to  prescribe. 

When  it  comes  to  dealing  with  real  doctors, 
every  conceivable  method  is  being  tried  to  lower  the 
costs  — with  HMOs,  PPOs,  IP  As,  price  freezes,  etc.  — 
and  more  ideas  are  on  the  way. 

Basically  physicians  have  responded  to  these 
pressures  in  two  ways.  Most  have  reacted  with 
howls  of  indignation.  They  have  found  themselves 
caught  between  the  conflicting  forces  of  their  con- 
cern for  their  patients  welfare,  their  justifiable  desire 
for  adequate  compensation,  and  the  increasing  storm 
of  criticism  aimed  at  all  physicians  as  being  greedy 
and  self-serving  in  a time  of  health  cost  crisis.  Most 
physicians  actually  do  want  to  provide  the  best  pos- 
sible care  for  their  patients.  They  fear  the  dangers  of 
patients  being  treated  by  grossly  underqualified 
"alternative  health  care  providers".  They  reject  the 
idea  of  health  care  rationing  that  treats  statistical 
groups  rather  than  individuals  who  are  in  need  of 
help.  They  feel  that  anyone  who  goes  through  15  to 
20  years  of  school  and  post  graduate  education  and 
then  makes  himself  available  to  others  for  periods  of 
120  hours  a week  or  more  deserves  a better  than 
average  income.  And  they  are  hurt  by  the  abuse  of 
those  outside  our  profession  who  attack  us. 

At  the  same  time,  however,  there  are  a few  of  us 
who  have  reacted  differently.  There  is  a growing 
minority  of  physicians  who  have  responded  by  try- 
ing to  gouge  the  system  for  everything  it  is  worth  — 
often  with  the  professed  intention  of  ' 'getting  their 
share"  before  the  system,  collapses  entirely.  They 
are  like  squirrels,  hoarding  nuts  before  winter 
comes.  They  set  their  prices  far  beyond  the  going 
rates  so  as  to  establish  a high  profile.  They  respond 
to  price  freezes  by  redefining  routine  care  as  being 
suddenly  more  intense  (and,  therefore,  more  expen- 
sive) and  by  performing  an  ever-increasing  number 
of  extra  "services"  for  an  extra  price  and,  in  some 
cases,  there  seems  to  be  no  limit  to  how  far  such 
methods  can  be  stretched.  Routine  patient  com- 
plaints that  were  handled  on  the  telephone  for  free 
or  in  the  office  for  $5.00  to  $10.00  just  a few  years 
ago  now  precipitate  a complete  physical  and  labora- 
tory work-up  for  $100.00  to  $150.00.  Routine  care 
that  was  always  considered  a part  of  the  fixed  rate  for 
a patient  visit  has  now  become  a separate  charge  and 
is  more  than  the  visit  used  to  cost. 

Such  methods  have  been  successful.  Many  physi- 
cians are  becoming  quite  wealthy  with  them.  It  is 
because  of  such  physicians,  however,  that  the  rest  of 
us  are  taking  so  much  heat. 

Perhaps  it  is  time  for  the  rest  of  us  to  recognize 
this  division  in  our  ranks.  It  appears  that  alternative 
methods  of  financing  medical  care  will  be  the  reality 
of  the  future.  If  we  work  for  fair  compensation  and  a 
mechanism  to  continue  giving  quality  care,  then 


there  is  still  a chance  that  those  who  pay  the  bills 
will  accept  our  input  and  work  with  us  to  mold  a 
workable  system.  We  must  realize,  however,  that 
“fair"  compensation  implies  “not  too  much"  just 
as  much  as  it  implies  “not  too  little".  Some  physi- 
cians are  going  to  have  to  have  their  gold  mines 
closed  and,  if  we  are  to  preserve  medicine's  good 
name  and  provide  quality  care  with  the  available 
money,  then  we  need  to  help  close  them. 

The  Federal  Trade  Commission  has  made  it  a 
crime  for  organized  medicine  to  prevent  individual 
physicians  from  overcharging.  Some  physicians  do 
overcharge,  however,  and  we  should  enter  this  new 
age  of  medical  financing  schemes  content  to  have 
them  fall  by  the  wayside  if  they  are  intent  on  that 
course. 

Henry  L.  Harrell  Jr.,  M.D. 

Editor 

The  Bulletin  of  the  Mahon 
County  Medical  Society 
Ocala 

Reprinted  with  permission  from  the  Bulletin  of  the  Marion  Coun- 
ty Medical  Society,  April  1985. 


Confronting  the  pied  pipers  of  sex 

Over  the  last  25  years,  society  has  witnessed  a 
dramatic  change  in  sexual  mores.  One  would  be 
hard-pressed  to  think  of  any  sexual  activity  or 
behavior  that  is  proscribed,  and  what  in  the  past 
would  have  been  labeled  unredeemable  trash  has 
found  social  acceptance  and  a safe  haven  in  the 
classrooms  of  medical  schools. 

This  overturning  of  traditional  morality  has 
been  called  a sexual  revolution.  From  its  beginnings, 
it  was  engineered  by  a select  group  of  medical  pro- 
fessionals — including  Dr.  Mary  Calderone,  who 
founded  the  Sex  Information  and  Education  Council 
of  the  U.S.,  and  Dr.  William  H.  Masters.  Out  of  pro- 
portion to  their  individual  contributions,  they  have 
had  an  astonishing  impact  on  society  and  all  its  in- 
stitutions. Rather  than  owe  gratitude  to  these  entre- 
preneurs of  sexuality,  we  need  to  diminish  their 
influence  by  promoting  a sane  and  balanced  position 
with  regard  to  sexual  behavior  and  public  health 
protection. 

The  unleashing  of  the  full  fury  of  the  sexual 
revolution  has  not  yet  produced  any  measurable 
benefits  to  the  country  as  a whole  — unless  we 
think  in  terms  of  monetary  gain.  But  with  its  em- 
phasis on  sex  as  a recreation  and  a spectator  sport, 
the  revolution  has  produced  a host  of  problems  that 
threaten  us  with  social  chaos  — venereal  disease  for 


one.  VD  is  not  a new  scourge,  but  it  has  now  become 
a plague,  giving  rise  to  new  strains  of  exotic  bacteria 
and  virus-like  agents.  Genital  herpes,  incurable  in 
adults,  has  caused  infant  deaths  from  meningoen- 
cephalitis. AIDS,  which  was  once  limited  to  seg- 
ments of  the  homosexual  community  and  certain 
Third  World  countries,  has  found  its  way  into  the 
mainstream  of  our  society  and  into  the  bloodstreams 
of  innocent  victims  via  contaminated  donor  blood. 

The  mounting  evidence  indicting  the  leaders  of 
the  sexual  revolution  is  impressive.  They  promised 
joy,  liberation,  and  good  health.  They've  delivered 
misery,  disease,  and  even  death. 

Besides  the  plague  of  venereal  infections  and 
other  sexual  ailments,  society  has  had  to  face  the 
tragic  realities  of  teenage  pregnancies,  teenage  abor- 
tions, incest,  kiddy  porn,  and  an  ever-increasing 
divorce  rate.  Though  we  can't  produce  a statistical 
link  between  the  sexual  revolution  and  these  prob- 
lems, it's  undeniable  that  the  “health-giving"  bene- 
fits of  promiscuity  are  nowhere  to  be  seen. 

Perhaps,  too,  we  cannot  lay  the  entire  blame  for 
the  deteriorating  mental  health  statistics  at  the  feet 
of  the  revolutionaries.  But  if  there  were  as  many 
benefits  as  were  promised,  why  should  there  be  such 
a surge  of  teenage  suicides?  In  the  last  two  decades, 
the  rate  has  doubled.  Alcoholism  and  drug  abuse 
have  increased  dramatically  in  the  same  age  group 
over  the  same  period.  The  ever-rising  misery  index 
is  hardly  a testimony  to  mental  and  physical  bene- 
fits the  entrepreneurs  promised.  In  fact,  we  might 
conclude  that  casual  sex  is  about  the  most  dangerous 
game  around. 

It  would  be  naive  to  suggest  we  can  change 
things  back  to  the  way  they  were.  Censorship  and 
repression  don't  lend  themselves  to  being  suitable 
tools  with  which  to  mount  a counterrevolution. 
And  if  the  professional's  attitude  is  that  the  young 
are  intractably  hooked  on  the  sexual  revolution, 
what  can  anyone  do? 

The  answer  is  that  we  must  recognize  that  the 
appeal  for  a change  to  responsible  behavior  has  to 
start  at  the  top  levels  — people  in  leadership  positions 
in  law,  medicine,  psychology,  and  the  advertising 
and  entertainment  media.  If  the  sexual  entrepre- 
neurs have  made  incredible  progress  in  overturning 
traditional  morality,  it's  because  a large  segment  of 
professional  leaders  have  assisted  while  another, 
even  larger  segment  has  stood  aside  and  watched  it 
happen.  This  latter  group  is  the  one  that  now  must 
discard  its  apathy,  get  involved,  and  present  the 
young  with  a better  vision  of  the  future,  consistent 
with  sexual  responsibility  and  based  on  truth. 

Alexandra  Mark,  Ph.D.,  and 

Vernon  H.  Mark,  M.D. 

Boston,  Massachusetts 

Reprinted  with  permission  from  Medical  World  News,  April  8, 
1985,  page  156. 
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CORRESPONDENCE 


Improving  care  for  indigents 

Dear  Editor:  This  is  a proposal  to  improve  medical 
care  for  the  indigent  and  to  lessen  the  burden  on 
those  physicians  who  render  such  care.  Historically 
states  and  communities  have  seldom  provided  ade- 
quate funding  for  medical  care  of  indigent  people 
and  the  onus  is  borne  principally  by  physicians  and 
community  hospitals.  The  problem  has  been  exacer- 
bated by  recent  cut-backs  in  federal  spending, 
regional  massive  immigrations  to  the  U.S.,  and  by 
other  factors.  Briefly  stated,  this  proposal  is  (1)  to 
encourage  physicians  to  provide  care  to  the  indigent 
without  any  fee,  (2)  allow  the  physicians  to  docu- 
ment their  services  as  now  done  in  charging  for  ser- 
vices and  (3)  the  amounts  of  those  services  would 
then  be  deductible  from  federal  income  taxes.  This 
idea  has  been  suggested  for  a long  time,  but  because 
implementation  requires  national  legislation  in 
coordination  with  local  management,  there  has 
been  no  concerted  legislative  effort  to  accomplish  it. 
However,  as  medical  care  has  become  expensive  and 
providing  care  for  the  indigent  is  such  a problem,  the 

The  care  of  the  medical  indigent  in  many  com- 
munity hospitals  falls  on  the  shoulders  of  the  physi- 
cians just  entering  practice  and  is  often  a requirement 
of  staff  membership,  at  least  during  their  first  years. 
Our  proposal  would  make  tax  deductions  attractive 
enough  for  some  of  the  senior  members  of  hospital 
staffs  to  continue  in  care  of  the  indigents. 

With  many  doctors  participating  in  the  program, 
concern  about  possible  increase  in  medical  liability 
problems  would  probably  not  be  a valid  fear.  Also, 
the  money  saved  in  taxes  might  well  off-set  the 
premiums  already  being  paid  to  insurance  companies. 

If  professional  services  to  the  indigent  become 
tax-deductible,  then  this  same  idea  can  encourage 
those  in  other  professionals  to  aid  the  indigent.  In 
the  legal  profession  a similar  idea  is  expressed  by 
Robert  J.  Derham  of  Ft.  Lauderdale  writing  in  the 
Florida  Bar  Journal:  "In  criminal  law  the  indigent 
defendant  is  forced  to  accept  the  overworked,  under- 
paid public  defender  assigned  to  him  and,  the  public 
is  forced  to  accept  plea  bargains  made  necessary  for 
the  overworked,  underpaid  prosecutors.  Meanwhile, 
in  private  practice  there  is  a pool  of  attorneys  able  to 
provide  legal  representation  to  the  accused  indigent 
and  able  to  devote  the  required  prosecution  effort  to 
give  the  public  its  day  in  court.  The  public  defender's 
office  and  the  prosecution  office  could  provide  admin- 
istrative and  staff  services  overseeing  the  conduct  of 
the  chosen  private  attorneys,  and  the  amount  of  the 
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tax  deduction  'fee'  would  be'*  determined  in  court 
after  an  evidentiary  hearing,  as  is  the  custom  today. 

"Enactment  of  tax  deductibility  of  the  fair  value 
of  litigation  services  rendered  the  poor  is,  of  course, 
a matter  for  the  United  States  Congress.  I recognize 
that  the  ABA  is  a more  effective  lobby  for  such  legis- 
lation than  the  Florida  Bar,  but  the  effort  must  start 
somewhere.  The  bar  associations  must  have  the 
''guts”  to  tell  the  American  people  that  they  cannot 
expect  something  for  nothing.  The  “privilege"  of  a 
pilot  license  does  not  impose  a duty  to  transport  by 
air  those  who  cannot  pay.  Each  is  examined  and 
licensed  for  the  protection  of  the  public.  A forced 
client  (mandatory  pro  bono)  is  no  better  than  a forced 
attorney  (legal  aid/public  defender);  both  violate  the 
basic  tenet  of  the  traditional  client/attorney  rela- 
tionship, i.e.,  mutual  free  choice. . .” 

The  above  arguments  apply  equally  well  to  phy- 
sicians providing  free  care  to  the  needy.  So  to  get 
this  accomplished,  legislative  action  at  the  national 
level  will  be  required  and  perhaps  some  enabling  leg- 
islation within  the  states,  nation-wide.  Why  not 
instruct  our  AMA  Delegates  from  the  State  of  Florida 
to  work  toward  getting  this  as  one  of  our  congres- 
sional legislative  goals  on  the  national  scene?  This 
could  be  one  area  where  physicians  and  attorneys 
can  lobby  together  for  the  common  good. 

David  S.  Hubbell,  M.D. 

St.  Petersburg 


SCAM  OF  THE  MONTH 


Editor’s  Note:  The  "Scam  of  the  Month”  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 

"I'm  an  addict,  help  me 
scam" 

Several  professional  drug  dealers  use  this  scam 
to  obtain  large  quantities  of  DILAUDID,  the  most 
highly  abused  Schedule  II  narcotic  in  Missouri. 

The  patient  will  unexpectedly  arrive  at  a physi- 
cian's office  (psychiatrists  are  primary  targets)  and 
confess  that  he  (she)  is  a narcotic  addict.  The  patient 
will  then  request  the  assistance  of  the  physician  in 


getting  straight  and  will  usually  tell  the  physician 
how  many  tablets  of  4 mg  DILAUDID  he  (she)  is 
taking  a day. 

The  patient  will  con  the  physician  into  pre- 
scribing DILAUDID  on  a regular  basis,  from  every 
other  day  to  once  a week  (of  course  the  prescriptions 
given  once  a week  have  to  be  for  at  least  100  DI- 
LAUDID 4 mg).  Investigations  of  cases  involving 
two  of  the  most  notorious  drug  dealers  in  Missouri 
indicate  they  were  obtaining  over  1,000  4 mg  DI- 
LAUDID tablets  on  a weekly  basis.  One  of  these 
individuals  was  seeing  over  75  physicians  on  a ro- 
tating basis.  An  estimate  of  the  money  made  by  this 
individual  in  a three  year  period  from  the  sale  of  the 
DILAUDID  he  obtained  was  approximately  three 
quarters  of  a million  dollars  ($750,000.00).  He  has 
since  been  shot  to  death  in  another  state. 

Caution  • Physicians  should  be  aware  that  the  Code 
of  Federal  Regulations  prohibits  the  prescribing  of  any 
Controlled  Drug  for  the  detoxification  or  mainte- 
nance of  a person  addicted  to  narcotics.  Persons 
addicted  to  narcotics  must  be  enrolled  in  an  ap- 
proved Narcotic  Treatment  Program  (NTP  PRO- 
GRAM) where  they  can  be  properly  monitored  and 
supervised. 

For  more  information  concerning  NTP  Programs 
contact  the  Missouri  Bureau  of  Narcotics  and  Dan- 
gerous Drugs  or  either  office  of  the  Drug  Enforcement 
Administration  in  St.  Louis  or  Kansas  City. 


A American 
Diabetes 
. Association 


The  American  Diabetes  Association 
through  its  service,  education  and 
research  programs,  gives  help  today 
and  hope  for  tomorrow  to  all  children 
and  adults  with  diabetes.  YOU  can  help 
support  these  projects  by  calling  your 
local  DIABETES  ASSOCIATION,  listed 
in  your  telephone  directory. 

CALL  TODAY! 

Florida  Affiliate 
(305)  894-6664 


THE  APPROPRIATE  GIFT  FOR 
AN  INTERN  OR  RESIDENT 

Give  a year’s  subscription  to  the 

Journal  of  the  Florida 
Medical  Association 


CUT  OUT  AND  MAIL  TO: 

FLORIDA  MEDICAL  ASSOCIATION 
Post  Office  Box  2411 
Jacksonville,  Florida  32203 

Please  send  my  gift  subscription  to: 
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Street  

City  & State 

Send  the  bill  for  Si  5.00  (add  .75  sales  tax  if  you  live  in  Fionc 
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FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


IF1FD 


(TIED 


El  nPinA  ccpicci^^ -information  management 
ruuitiUH  for  the  medical  professional 

1985 


July  19,  20  — Orlando  Sheraton  Twin  Towers 


An  exhibition  designed  for  the  physician  s 
busy  schedule. 

See  hundreds  of  products  and  services  you 
need  the  most  for  a cost  effective  practice. 

• computers,  data  systems  • New  product  lines 

• Diagnostic  equipment  • Financial  Services 

• Patient  Care  • Filing  Systems 

• communications  • Office  Systems 

Free  admission. 

Also,  a three-day  conference  on  the  use  of 
computers  in  the  medical  profession  will  be 
held.  There  is  a fee  for  this  conference,  and 
pre-registration  is  necessary. 

Call  or  write 

Event  Management  Company  13014  N.  Dale  Mabry 

(813)  969-1754  Tampa,  FL  33618 

for  more  information 
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“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes."  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 


averted  the  attacks.’ 


MD,  AK 


OTG.  See  P.D.R.  for  information.  For  samples  to  make 
vour  own  Clinical  evaluation,  write:  Campbell  Laboratories, 
Inc,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
101  SO 


In  Florida  HERPECIN-L  is  available  at  ail  Gray,  Revco, 
SupeRx  Drug  Stores  and  other  select  pharmacies. 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information,  A Brief  Summary  follows, 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 

In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2 5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  ot  0 22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen.  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance. 

CONTRAINDICATIONS 

1.  Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 

4.  Known  or  suspected  carcinoma  of  the  breast 

5.  Known  or  suspected  estrogen-dependent  neoplasia 

6.  Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS  

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  Is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  In 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  nol  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a maior  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  lhal  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives;  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  Involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  Increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2.  Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver. 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
infra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5.  Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring.  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives. 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  Ihe  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  conlraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7.  Carbohydrate  and  Lipid  Metabolic  Effects.  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8.  Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure.  Age 
is  also  strongly  correlated  with  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9.  Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives. 

10.  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11.  Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures. 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs. 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size. 

3.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5.  Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued. 

6.  Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7.  Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8.  Serum  folate  levels  may  be  depressed. 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII, 

VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability.  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion,  (e)  Reduced  response  to  metyra- 
pone  test. 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis,  pulmonary  embolism;  coronary  thrombosis;  cerebral 
thrombosis;  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas, 
congenital  anomalies. 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting;  change  in  menstrual  flow: 
dysmenorrhea:  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma;  breast  changes,  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetile;  cystitis-like  syndrome;  headache;  nervousness,  dizziness,  hirsulisrh, 
loss  of  scalp  hair,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication. 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [2T]  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [Fe]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets.  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 

Norlestrin  [FE]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  live  compacts  and  packages  of  five  refills. 

Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported,  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-366,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Deduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,8  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HCli 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem. 

(dilhazem  HCI) 

AO  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM'  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


CHjCHjNICHjIj 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  in&avenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  Intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are;  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD60's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM's  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  1 80  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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BOOK  REVIEW 


Rook  Review  Editor  — F.  Norman  Vickers,  M.D. 


Nine  months  reading:  a 
medical  guide  for  pregnant 
women 

By  Robert  E.  Hall,  M.D.,  178  pages.  Price  $13.95. 
Doubleday  and  Company,  Inc. 

There  are  many  books,  booklets,  pamphlets, 
and  guides  written  for  women  during  their  preg- 
nancy. Some  of  these  informational  texts  are  writ- 
ten by  physicians  or  nurses.  Others  are  written  by 
laygroups  and  pharmaceutical  companies  (with 
physician  input).  Those  published  by  the  phar- 
maceutical companies  have  been  some  of  the  best 
that  I've  read  because  they  simply  stick  to  the  facts. 

Dr.  Hall's  book  is  well  written  and  leads  the 
patient  in  a logical  progression  from  early  pregnancy 
through  the  postpartum  period.  This  book  gives  the 
"mother-to-be”  an  overview  of  modern  obstetrics 
and  could  be  separated  into  four  parts:  1)  selection  of 
physician  and  hospital;  2)  prenatal  period;  3)  labor 
and  delivery,-  and  4)  postpartum  period.  The  be- 
ginning chapters  assist  the  reader  in  understanding 
the  importance  of  seeking  prenatal  care  for  herself 
and  her  unborn  child.  Dr.  Hall  then  takes  the  reader 
through  a basic  course  in  fetal  development  and  the 
effects  of  pregnancy  on  anatomy.  He  discusses  at 
length  the  common  symptoms  and  sensations  of 
pregnancy  and  devotes  considerable  time  to  diet, 
hazardous  substances  and  exercise.  A complete 
chapter  is  given  to  the  possible  complications  of 
pregnancy  during  the  prenatal  course. 

Having  covered  the  prenatal  period,  the  reader 
is  taken  through  the  process  of  normal  labor  and 
delivery  with  explanations  of  what  is  to  be  expected 


mentally,  physically  and  medically.  A chapter  on 
abnormal  labor  and  delivery,  with  a discussion  of 
cesarean  section,  follows. 

The  book  concludes  with  a description  of  the 
postpartum  period  and  what  the  patient  can  expect 
in  the  hospital  and  at  home.  This  section  includes 
information  to  assist  the  mother  in  caring  for  and 
adjusting  to  her  new  baby.  This  particular  book  is  as 
good  as,  and  perhaps  better  than,  many  of  the  infor- 
mational guides  currently  on  the  market  today. 
However,  the  price  is  a bit  high  compared  to  many 
of  the  fine  booklets  given  to  patients  by  their  obste- 
tricians at  no  charge.  Many  of  the  pharmaceutical 
companies  involved  with  products  for  prenatal  and 
newborn  care  sell  excellent  booklets  to  physicians 
practicing  obstetrics  at  a very  reasonable  cost  and 
even  personalize  the  hook  for  the  practicing  physi- 
cian. The  physician  generally  includes  the  booklet 
in  the  packet  of  information  given  to  the  patient  on 
her  first  prenatal  visit. 

It  may  be  of  interest  to  note  that  Dr.  Hall  is  no 
longer  a practicing  obstetrician,  having  recently 
completed  a residency  in  psychiatry.  He,  thus,  has 
had  to  rely  on  consultation  with  colleagues  for  the 
latest  medical  information  in  obstetrics  to  revise  the 
book. 

Pierre  J.  Bouis  Jr.,  M.D. 

Tampa 
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WESSEX 

C O R P O R A T I O N 


Private  Corporation  Seeks  to 
Purchase  Select  Nursing  Homes 


Wessex  Corporation  is  a new 
company  committed  to  meeting 
the  growing  needs  of  our  older 
population.  Our  management 
team  has  a reputation  for  setting 
quality  standards  for  the  health 
care  industry  We  are  currently 
in  the  market  for  select  nursing 


homes  or  nursing  homes  with 
affiliated  elderly  care  facilities 
which  would  meet  our  high 
standards. 

As  a well  capitalized  private 
corporation  (with  such  prestigious 
stockholders  as  Hospital  Corpo- 
ration of  America)  we  have  both 


the  resources  and  the  flexibility 
to  meet  an  owner's  objectives. 

If  you  have  a nursing  home 
or  know  of  any  which  would 
interest  us,  write  or  call: 

Rita  Martin 
Wessex  Corporation 
615/794-3313 


212  E.  MAIN  ST  EO.  BOX  986 


FRANKLIN,  TN  37065-0986 


615/794-3313 


FMA 

AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 

We  care 


This  wonderful  moment  could  never  be  happen- 
ing if  27  years  ago  another  wonderful  thing  had  not 
happened.  Twenty-seven  years  ago  I became  the 
spouse  of  a physician;  thus,  I became  eligible  for 
membership  in  this  Auxiliary  and  now  serving  as 
your  President. 

Ours  is  a volunteer,  service  organization,  but 
our  purpose  is  no  less  dedicated.  It  is  our  purpose  to 
assist  physicians  in  protecting  and  improving  public 
health  and  in  providing  good  health  education  and 
health  services  to  everyone. 

Caring  means  recognizing  our  fellow  human 
beings  as  persons  who  have  value.  Caring  is  a sense 
of  shared  humanity.  CARE  is  protection,  concern, 
and  regard.  Oh  how  I wish  that  those  who  would 
vilify  our  physicians  as  self-serving  could  but  spend 
one  day  sharing  their  caring. 

This  is  the  beginning  of  our  60th  year.  We  are 
faced  with  the  realization  that  our  system  of  the 
private  practice  of  medicine  is  threatened.  We  must 
recognize  the  ever  increasing  urgency  of  our  support 
of  Auxiliary  goals. 

We  dare  not  lessen  for  one  moment  our  efforts 
in  the  support  of  AMA-ERF  programs.  The  cost  of 
medical  education  continues  to  rise  and  government 
continues  to  withdraw  assistance  and  scholarships 
for  fine  young  men  and  women  who  aspire  to  the 
profession.  Our  medical  schools  need  our  assistance 
of  unrestricted  funds  to  enrich  and  develop  their  pro- 
grams. We  can  help  with  AMA-ERF. 

We  must  emphasize  the  importance  of  our  role 
in  legislation.  We  must  be  politically  aware  and 
vigilant.  Working  together  we  can  be  a force  that  can 
help  our  physicians  prevent  a creeping  bureaucracy 
from  overcoming  all  of  us. 

We  must  be  leaders  in  imparting  health  educa- 
tion to  the  public.  The  demand  for  information 
about  health  is  insatiable.  With  health  costs  rising 


let  us  try  to  instill  the  need  for  disease  prevention 
and  make  all  aware  of  their  responsiblity  to  them- 
selves for  their  own  good  health. 

We  must  keep  Auxiliary  membership  in  our 
thinking.  Today  more  than  ever  we  need  the  support 
of  every  physician's  spouse.  We  must  impress  upon 
every  physician  the  importance  of  spouse  member- 
ship. 

The  county  Auxiliaries  symbolize  the  success 
and  prestige  of  our  organization.  Local  counties  give 
impetus  and  purpose  to  Auxiliary  life.  Each  has  a 
task  to  do  and  a gift  to  bring,  a local  need  which 
must  be  recognized  and  met.  Each  county  gains 
strength  and  stature  from  the  total  good  that  is  done 
by  ALL  AUXILIANS. 

Let  us  begin  this  Auxiliary  year  with  a sense  of 
loyalty  to  our  goals,  a sense  of  dedication  to  serving 
to  the  best  of  our  ability,  a sense  of  cooperation  with 
one  another,  and  with  other  groups  in  our  com- 
munities. Let  our  communities  know  that  WE 
CARE  about  all  that  affects  the  well-being  of  every 
man,  woman  and  child. 

We  here  this  day  set  the  course  — but  it  will  be 
for  all  Auxilians  to  achieve  our  goals.  WE  CARE! 

C — WE  ARE  CONCERNED 
A — WE  ARE  AWARE 
R — WE  ARE  RESPONSIVE 
E — WE  HAVE  EMPATHY 

WE  CARE  — AND  OUR  CARING  IS  THE  KIND  OF 
CARE  WE  AS  AUXILIANS  CAN  GIVE. 


Mrs.  Milton  (Jo)  Tignor  Jr. 
President,  FMA- Auxiliary 
North  Palm  Beach 


Vol.  72,  No.  6/J.  FLORIDA  M A/JUNE  1985/461 


r~ 


« «"i ?& 'r  .«», ~ — — 

d°ne*head,.r,sl’es'w„h 

, **»,.  ^ . 3m  Cr«*er  crust  , 

can  sweeten! J beal^n  " s easy 

«//A  c°ndensed  * tsn  


J1  {yZegToftarta' 


~“caa'" 

J‘*s  yolks,  we,,  h 
can  sweetened  eaten 
% cum-Jk  edc°nde„sed 

6 ^'w^Ce  Climes,  - ^ 

C^H^»owlbeat  **.*+,‘*'» 

' mer'-nsue  Wlth  , Pt0ra«Up!e 


'y°U  c«  maJ(  MaV  bc  ^ or  ^ 

yo^usTdketh^gringue  ept/or*coup5; 

Vtrs  M'ehae;  ,oh  ^ 4 eg*  » bites  fTn 

^Cootuy  ,oh " MUrray  fCan  fr°m  The  eggs 


Rx  FOR  FINE  DINING 

P.O.  Box  2411 
Jacksonville,  FL  32203 


—A  collection  of  over  700  gastronomical 
delights. 


— Eight  sections  from  appetizers  to  desserts 
including  many  outstanding  game,  seafood 
and  sauce  recipes. 


—Full  color  cover  with  original  pen 
and  ink  illustrations  dividing  the  sections. 


—Spiral  bound  and  indexed  with  menus, 
helpful  hints  and  potpourri. 


—Compiled  by  the  Florida  Medical 
Association  Auxiliary  for  the  benefit 
of  health  related  projects. 


Please  send  me 


copies  of  Rx  For  Fine  Dining  at  $10.00  per  copy  plus  $1.30  for  postage  and 


handling.  Florida  residents  add  $.50  sales  tax. 

Make  checks  payable  to  — COOKBOOK  PROJECT,  FMA-A 


P.O.  BOX  2411 
JACKSONVILLE,  FL  32203 


Name 


Address 


City,  State,  Zip 


.. J 


COOKBOOKS  MAKE  GREAT  GIFTS! 


GET  MORE  FOR  YOUR 
ADVERTISING  DOLLAR 

Purchase  A Display  Ad 
in  the 

Journal  of  the 
Florida 

Medical  Association,  Inc. 

Send  for  your  ad  kit  today.  Call  or  Write 
Ms.  Sissy  Crabtree,  Managing  Editor 
P.O.  Box  2411 
Jacksonville,  Florida  52205 

(904)  356-1571 


Consumer  Information  Catalog  to  be  on  top 
of  the  latest  government  Information  on 
credit,  health,  home,  money  matters,  and 
much  more.  It  lists  more  than  200  booklets, 
many  free  So  send  for  the  Catalog  now. 
You'll  be  head  and  shoulders  above  the 
crowd.  Write: 

Consumer  Information  Center 

Dept.  MR,  Pueblo,  Colorado  81009 


Deaths 


ALPERT,  BARNETT  B., 
Hollywood;  born  1906;  McGill 
University,  1932;  member 
AMA;  died  11/9/84. 

ANDERSON,  GEORGE  H„  St. 
Petersburg;  born  1920; 
University  of  Maryland,  1945; 
died  12/25/84. 

ANDERSON,  HERBERT,  C„ 
Tallahassee;  born  1926;  Duke 
University,  1956;  died  7/10/84. 

ANSLEY,  MARY  KATHRYN, 
Longwood;  born  1932;  Univer- 
sity of  Tennessee,  1956; 
member  AMA;  died  4/29/84. 

BECK,  HOWARD  J.,  Miami; 
born  1927;  University  of 
Lausanne,  1956;  died  5/2/84. 

BEJAR,  RAFAEL  LUIS,  Miami; 
born  1936;  University  of 
Havana,  1961;  died  12/2/84. 

BISHOP,  ROBERT  C„  Ft. 
Lauderdale;  born  1928;  Uni- 
versity of  Michigan,  1955; 
died  8/16/84. 

BLACK,  THOMAS  C.,  Temple, 
Texas;  born  1904;  University 
of  Kansas,  1930;  member 
AMA;  died  11/5/84. 

BLACKBURN,  JOHN  T., 
Melbourne;  born  1927; 
Bowman-Gray  School  of  Med- 
icine, 1958;  died  6/7/84. 

BOLIVAR,  JUAN  C.,  Tampa; 
born  1908;  University  of  Paris 
(Sorbonne)  and  University  of 
Havana,  1941;  member  AMA; 
died  9/3/84. 

BOYLE,  PLAYFORD  JR., 
Sarasota;  born  1924;  Thomas 
Jefferson  Medical  School, 
1954;  died  8/5/84. 

BRADLEY,  JAMES  L.,  Ft. 
Myers;  born  1918;  Yale,  1943; 
member  AMA;  died  2/1/85. 

CHEN,  BRUCE  K.  N.,  Holly- 
wood; born  1940;  National 
Defense  Medical  Center, 
Taiwan,  1965;  member  AMA; 
died  11/84. 


CREWS,  JOHN  E.,  Orlando; 
born  1913;  Col.  Med.  Evang., 
1944;  died  12/8/84. 

EGAN,  JAMES  J.,  Daytona 
Beach;  born  1932;  Creighton 
University,  1957;  member 
AMA;  died  12/12/84. 

ELKINS,  MURRAY,  Ft. 
Lauderdale;  born  1908;  Jeffer- 
son, 1933;  member  AMA;  died 
1/1/85. 

ETTINGER,  CHARLES  D., 
Miami;  born  1918;  University 
of  New  York,  1950;  member 
AMA;  died  6/9/84. 

FABIANI,  FRANK  R.,  Ft. 
Lauderdale;  born  1913; 
University  of  Rome,  Italy, 
1941;  died  8/84. 

FARRIS,  GEORGE  WILLIAM, 
Stuart;  born  1925;  University 
of  North  Carolina  and 
Washington  University,  1948; 
member  AMA;  died  12/11/84 

FISHER,  LUTHER  C.,  Pensa- 
cola; born  1907;  Tulane 
University,  1930;  member 
AMA;  died  12/12/84. 

FLIPSE,  M.  JAY,  Miami;  born 
1896;  Cincinnati  Medical 
School,  1921;  member  AMA; 
died  8/18/84. 

FRANK,  RICHARD,  Tamarac; 
born  1943;  Columbia  U.  Col- 
lege of  P&S,  1967;  died 
12/26/84. 

FREEMAN,  JOSEPH,  Miami; 
born  1915;  University  of 
Louisville,  1943;  member 
AMA;  died  11/22/84. 

GALLUCCIO,  ANTHONY  C„ 
Hollywood;  born  1902;  New 
York  University  and  Bellevue 
Medical  College,  1927; 
member  AMA;  died  fall  of 
1983. 

GOLDBERG,  MORRIS  M., 
Hollywood;  born  1906;  New 
York  Medical,  1930;  member 
AMA;  died  12/9/83. 

GONCZY,  EDWARD  J., 
Sarasota;  born  1908;  Univer- 
sity of  Michigan,  1933;  died 
8/11/84. 

GRUMER,  HOWARD  A., 


HARVEY,  ROBERT  A.,  Miami; 
born  1922;  Western  Reserve 
University,  1946;  died  11/29/84. 

HENRY,  ARTHUR  J.  Jr., 
Tallahassee;  born  1923; 
University  of  Alabama,  1947; 
member  AMA;  died  6/17/84. 

HERNANDEZ,  MARIO  M., 
Miami;  University  of  Havana 
and  Salamanca  University, 
1964;  died  5/25/84. 

HOLLANDER,  ASHER,  Holly- 
wood; born  1916;  University  of 
Maryland,  1941;  member  AMA; 
died  5/13/83. 

HUMPHREYS,  JACK,  Miami; 
born  1912;  University  of 
Georgia,  1933;  member  AMA; 
died  8/16/84. 

HUSTON,  DOUGLAS  E., 
Miami;  born  1927;  Temple 
University,  1957;  member 
AMA;  died  7/29/84. 

KAPLAN,  SAUL  H„  Miami; 
born  1906;  University  of 
Chicago,  1931;  member  AMA; 
died  7/2/84. 

KENASTON,  Thomas  C.  Sr., 
Cocoa;  born  1903;  University 
of  Nebraska,  1927;  member 
AMA;  died  4/28/84. 

LACY,  GEORGE  E„  Miami; 
born  1913;  Vanderbilt  Univer- 
sity, 1943;  member  AMA;  died 
6/17/84. 

LESLIE,  SAMUEL  P.,  Miami; 
born  1911;  University  of  New 
York,  1937;  died  11/30/84. 

LEVINE,  SYDNEY,  Miami; 
born  1930;  University  of 
Miami,  1959;  member  AMA; 
died  11/9/84. 

LITTLEFORD,  PHILIP  O., 

Orlando;  born  1939;  John 
Hopkins,  1965;  died  8/28/84. 

LOPEZ,  JUAN  F„  Miami;  born 
1904;  University  of  Havana, 
1927;  died  7/79. 

LORET  DE  MOLA,  ALFREDO 
F.,  Miami;  born  1926;  Univer- 
sity of  Havana,  1952;  died 
3/27/84. 

MAJOR,  JAMES  C„  Miami; 
born  1930;  Emory  University, 
1956;  member  AMA;  died 
1/24/85. 


MACLURE,  JOHN  G.,  Miami; 
born  1921;  Vanderbilt  Univer- 
sity, 1953;  died  1/2/84. 

MASKIN,  MEYER  H„  Gaines- 
ville; born  1911;  Wayne 
University,  1935;  member 
AMA;  died  6/18/84. 

MAURY,  ROBERTO  L.,  Coral 
Gables;  born  1923;  University 
of  Havana,  1950;  died  5/22/84. 

MCGEE,  W.  AMBROSE,  West 
Palm  Beach;  born  1899; 
Medical  College  of  Virginia, 
1924;  member  AMA;  died 
6/4/84. 

MCLAURY,  ELBERT,  Holly- 
wood; born  1899;  Emory 
University,  1925;  member 
AMA;  died  10/2/83. 

MCSWAIN,  GORDON  H., 
Arcadia;  born  1906;  Harvard, 
1932;  member  AMA;  died 
12/14/84. 

MORAN,  JAMES  D„  Braden- 
ton; born  1923;  Emory  Univer- 
sity, 1949;  member  AMA;  died 

8/2/84. 

MOSES,  ROBERT  J.  JR., 
Miami;  born  1925;  Loyola, 
1948;  member  AMA;  died  date 
unknown. 

NEEDLEMAN,  HARRY,  Miami; 
born  1913;  Middlesex  Univer- 
sity, 1938;  died  10/16/84. 

PHILLIPS,  KENNETH,  Miami; 
born  1899;  Rush  Medical  Col- 
lege, 1926;  member  AMA; 
died  7/7/84. 

PRIDGEN,  KIVY,  L.,  St. 
Petersburg;  born  1950;  St. 
Louis  University,  1977; 
member  AMA;  died  4/28/84. 

PULTS,  CARL  M„  West  Palm 
Beach;  born  1920;  Emory 
University,  1945;  member 
AMA;  died  7/9/84. 

PURCELL,  JACK  H.,  Ft. 
Lauderdale;  born  1924;  Indiana 
University,  1947;  member 
AMA;  died  9/16/84. 

REICH,  SAMUEL  B„  West 
Palm  Beach;  born  1902;  New 
York  University,  1927;  died 
4/3/84. 

SAFFOS,  ROSILIE  O.,  Jack- 
sonville; born  1940;  University 
of  Florida,  1967;  died  8/29/84. 


Miami;  born  1932;  University 
of  Miami,  1958;  died  10/9/84. 
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SAMS,  WILEY  M.,  Miami; 
born  1904;  Michigan  Medical 
School,  1929;  member  AMA; 
died  7/9/84. 

SANDBERG,  T.  DOUGLAS, 
Miami;  born  1903;  University 
of  Tennessee,  1926;  member 
AMA;  died  8/80. 

SCHINDLER,  JOHN  A.,  Miami; 
born  1906;  University  of 
Illinois,  1932;  died  date 
unknown. 

SHARP,  CLARENCE  M., 
Jacksonville;  born  1902; 
Emory  University,  1928; 
member  AMA;  died  5/30/84. 

TIERNEY,  NICHOLAS  A., 
Miami;  born  1910;  John 
Hopkins,  1940;  member  AMA; 
died  11/12/84. 


TRUPP,  MASON,  Tampa; 
born  1912;  University  of 
Maryland,  1937;  died  1/6/85. 

VINAS,  JOSE  B.,  Miami;  born 
1918;  Havana  University, 
1943;  died  6/21/84. 

WEAVER,  THOMAS  D,  Cler- 
mont; born  1927;  Medical  Col- 
lege of  Georgia,  1953;  died 
12/84. 

WELLS,  W.  DOTSON,  Ft. 
Lauderdale;  born  1911; 
University  of  Cincinnati,  1939; 
member  AMA;  died  1/21/85. 

WHELCHEL,  LYNN  W., 
Miami;  born  1908;  University 
of  Georgia,  1932;  membe, 
AMA;  died  12/30/84. 


Heart 

Healthy 

Recipe 


WILD  RICE 
WITH  MUSHROOMS 

1 cup  wild  rice  or  long-grained 
rice  and  wild  rice  combined 
Vb  cup  green  onions  or  shallots 

1 cup  fresh  mushrooms 
freshly  ground  black  pepper 

2 tablespoons  oil 

1 tablespoon  margarine 
Steam  the  rice  or  cook  according 
to  directions  on  the  package. 

Saute  fresh  mushrooms  and 
green  onions  in  the  oil.  Stir  in  mar- 
garine and  freshly  ground  pepper. 
Serve  hot. 

Yield;  6 servings 
Approx,  cal/serv.:  190 

Heart  Healthy  Recipes  are  from  the  Third 
Edition  of  the  American  Heart  Association 
Cookbook  Copyright  © 1973,  1975.  1979  by 
the  American  Heart  Association,  Inc 


American  Heart 
Association 


WE'RE  FIGHTING  FOR  YOUR  LIFE 


INFORMATION  FOR  AUTHORS 


The  Journal  is  the  official  publication  of  the  Florida  Medical 
Association  Its  purpose  and  scope  include  not  only  the  dissemi 
nation  of  scientific  information  but  also  communication  of  FMA 
activities  and  reportage  of  other  subject  matter  relevant  to  the 
practice  of  medicine  Hence,  the  editors  encourage  submission 
of  scientific  papers  (investigative  studies,  reviews,  new  technol 
ogy,  case  reports);  discussions  of  medical  history  and  ethics; 
and  articles  dealing  with  socioeconomic,  governmental,  and 
legal  issues  as  related  to  medicine 

Manuscripts  should  be  submitted  to  Daniel  B Nunn,  M D , 
Editor  of  The  Journal,  Florida  Medical  Association,  Post  Office 
Box  2411,  Jacksonville.  Florida  32203,  in  original  and  three 
duplicate  copies  Copies  should  be  typewritten  and  double 
spaced 

Author  Responsibility.  The  author  is  responsible  for  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor  Manuscripts  are  received  with  the  understanding 
that  they  are  not  simultaneously  under  consideration  by  any 
other  publication  Rejected  manuscripts  are  returned  to  the 
author  Accepted  manuscripts  become  the  property  of  The 
Journal  and  may  not  be  published  elsewhere  without  permis 
SK>n  from  the  author  and  The  Journal 

Each  of  the  following  should  begin  on  a new  page  abstract, 
first  page  of  text,  legends  for  illustrations,  tables  and  acknow 
ledgemenls  Each  page  should  include  a running  head  and 
surname  of  senior  author 

Abstract.  All  scientific  manuscripts  should  include  a 150 
word,  maximum  length,  abstract  which  is  a factual  (not  descrip- 
tive) summary  of  the  work  This  replaces  the  summary  and  pre 
cedes  the  article 

Title  should  be  short,  specific,  clear  and  amenable  to 
indexing. 

List  affiliations  for  each  author  If  author's  present  affilia 
tion  is  different  from  affiliation  under  which  the  work  is  done, 
both  should  be  given 

References.  The  following  minimum  data  should  be  given 
names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  num- 
ber, page  numbers  and  year  of  publication  All  references  must 
be  cited  in  the  text  and  should  be  arranged  according  to  order 
of  citation  and  numbered  consecutively  If  references  are  too 
numerous,  the  editors  reserve  the  right  to  eliminate  with  nota 
tion  “References  are  available  from  the  author(s)  upon  request" 

All  accepted  manuscripts  are  subject  to  copy  editing 
Authors  receive  a galley  proof  for  approval  before  publication. 
No  changes  are  accepted  after  galley  is  returned  Forms  for 
ordering  reprints  are  included  with  the  galley  proofs 

Illustrations.  Illustrations  are  all  material  which  cannot  be 
set  in  type  such  as  photographs,  line  drawings,  graphs,  charts 
and  tracings  The  entire  cost  of  reproducing  color  illustrations  is 
the  responsibility  of  the  author(s)  Omit  all  illustrations  which 
fail  to  increase  the  understanding  of  the  text  Drawings  and 
graphs  should  be  done  with  India  ink  on  white  paper  Select 
overall  proportions  appropriate  for  material  presented  and  suf 
ficient  for  reduction,  if  necessary  Each  illustration  should  be 
numbered  and  cited  in  the  text  Legends  should  be  typed  and 
double  spaced  on  a separate  sheet  of  paper  The  following 
information  should  be  typed  on  an  adhesive  strip  and  affixed  to 
the  back  of  illustration  figure  number,  title  of  manuscript,  name 
of  author  and  arrow  indicating  top  Tables  should  be  self 
explanatory  and  should  supplant,  not  duplicate,  the  text. 
Number  tables  consecutively,  beginning  with  1 Each  table  must 
have  a title 

Permission  letters  must  accompany  patient  photos 
whenever  there  is  a possibility  of  identification  Prepare  in 
accordance  with  state  laws  and  specify  authority  to  publish 

Letters  submitted  for  publication  should  be  designated 
‘For  Publication" 

When  received,  the  senior  author  will  be  sent  an  acknow 
ledgement  of  receipt  and  a copyright  agreement  which  must  be 
signed  by  all  collaborators  Should  the  article  fail  to  be  accepted 
for  publication,  the  agreement  will  be  returned 
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We  put  people  back  to  work 
by  keeping  them  working. 


Getting  back  to  basics  is  how  we’re  helping  put  chronic  pain  sufferers  back  on  the  job. 

Simple  activities,  such  as  baking,  cleaning  and  painting,  are  helping  grown  men  and  women, 
many  who  suffer  from  work-related  injuries,  regain  their  dexterity,  strength,  and  most  importantly, 
their  confidence. 

Involving  patients  in  these  types  of  activities  is  just  one  example  of  the  full-service  treatment  pain 
sufferers  are  receiving  at  the  Pain  Management  Unit  at  University  Community  Hospital. 

Our  treatment  is  a smart  choice  for  the  patient  and  the  physician.  Because  sometimes  you’ve  done 
all  that  can  be  done  to  alleviate  the  pain,  yet  the  patient  still  suffers. 

That’s  when  you  need  to  refer  your  patient  to  a professional  pain  rehabilitation  center,  one  which 
specializes  in  pain  management.  The  Pain  Management  Unit  at  University  Community  Hospital  is 
such  a place. 

The  unit  focuses  on  five  major  areas  of  pain  rehabilitation:  the  actual  reduction  of  pain;  decreasing 
medication  levels;  increasing  daily  activities  to  improve  the  quality  of  life;  the  reduction  of  stress;  and 
vocational  counseling. 

The  unit’s  In-Patient  Clinical  Program  involves  eight  critical  areas  of  pain  management,  each  with 
its  own  set  of  special  techniques  and  goals:  medical  management,  physical  therapy,  occupational  therapy, 
social  service,  rehabilitation  counselors,  nursing,  psychology,  and  recreational  therapy. 

For  referral  information  please  call  (813)  972-7253,  collect,  or  write  to  us  at  3100  E.  Fletcher  Avenue, 
Tampa,  Florida  33612. 


Earn  sufferers  use  biofeedback  to 
monitor  their  stress  levels. 


Simple  activities  help  the 
patient  regain  dexterity. 


In  Occupational  Therapy,  patients  are  Patients  use  the 
taught  to  complete  everyday  tasks  that  whirlpool  tank  to 
have  become  difficult.  relax  muscles. 


Exercising  plays  an  important  role  in  gaining 
strength  and  reducing  pain. 


The  Pain  Management  Unit  at  University  Community  Hospital  HI 

Because  No  One  Should  Have  To  Live  With  Pain. 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 

Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


lessly alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 

PMIs  help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 

(Please  print) 

Name 

Address — 

City 

State/Zip 

Number 

of  pads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta-Blockers 

009  Cephalosporins— Oral 

032  Chloramphenicol— Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin— Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives— Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

043 

Antihistamines 

022 

Haloperidol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethacin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

. 038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

. _ _ 057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (for  psoriasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyldopa 

„ 045 

Pentazocine — Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 

011 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazide 

007 

Oral  Antidiabetes  Medicines 

060 

Steioid  and  Antibiotic  Eye  Drops 

003 

Penicillins— Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

042 

Tricyclic  Antidepresscnts 

Oxyphenbutazone 

019  Phenytoin 

037  Quinidine/Procainamide 

020  Sulfonamides 

008  Tetracyclines 

002  Thiazide  Diuretics 

029  Thyroid  Replacement 

025  Valproic  Acid 


Total  number  of  pads  (5  pad  minimum, 

50  PMIs  per  pad) 

5 129 Per  pad 

§ Subtotal 

$ 

Residents  ot  IL  and  NY  must 

add  appropriate  sale  tax  to  subtotal 
5 Total  payment  (check  enclosed) 


Meetings 

Accepted  by  the 
FMA  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


JULY 

Clinical  Conference  on  Pre- 
hospital Emergency  Care,  Ju- 
ly 12-14,  Orlando  Hyatt, 
Orlando.  For  info:  Registrar, 
600  Courtland  St.,  Suite  420, 
Orlando,  32804,  (305) 

628-4800. 

Childhood  Resuscitation  & 
Stabilization,  July  19-21, 
Orlando  Hyatt,  Orlando.  For 
info:  James  V.  Hillman,  M.D., 
P.O.  Box  18091,  Tampa, 
33679.  (813)  251-6911. 

First  Annual  Primary  Care 
Review  (in  Spanish),  July 
22-26,  Lincoln  Hotel,  Tampa. 
For  information:  Ian  Mac- 
Phail,  M.D.,  USF  College  of 
Medicine,  12901  N.  30th  St., 
Box  13,  Tampa,  33612,  (813) 
974-2309. 

Vascular  and  Pulmonary 
Disease:  Diagnosis  and 
Management,  July  26-28, 
Orlando  Hyatt,  Kissimmee. 
For  information:  Stephen 
Mattingly,  5808  S.  Rapp 
Street,  Littleton,  CO  80120, 
(303)  798-9682. 

Twelfth  Annual  Review 
Course  for  Certification  of  In- 
ternal Medicine,  July  28-Aug. 
10,  Sheraton  Bal  Harbour, 
Miami.  For  information:  Jose 
S.  Bodes,  M.D.,  University  of 
Miami,  Department  of  Medi- 
cine, P.O.  Box  016960,  Miami, 
33101,  (305)  547-6063. 


AUGUST 

Controverises  in  Carcinoma 

of  the  Breast,  August  7-10, 
Hyatt  Regency  Grand 
Cypress,  Orlando.  For  more 
information,  contact: 
Charleen  Krissman,  12901  N. 
30th  Street,  Tampa  33612, 
813-974-2538. 


Tips,  Tricks,  Traps  and 
Techniques,  August  16-18, 
Amelia  Island  Plantation, 
Amelia  Island.  For  information 
contact:  Beverly  Tyson,  655  W. 
8th  Street,  Jacksonville  32209, 
904-739-2338. 

Arrhythmias:  Interpretation, 
Diagnosis  and  Management, 

August  16-18,  Orlando  Hyatt, 
Orlando.  For  information  call: 
Stephen  Mattingly,  1-800-421- 
2323. 

SEPTEMBER 

International  Symposium  on 
Gynecologic  Oncology, 
Surgery  and  Urology,  Sept. 
23-27,  Germany.  For  more  info: 
William  A.  Little,  M.D.,  Depar- 
ment  of  Obstetrics  and  Gyne- 
cology, P.O.  Box  016960, 
Miami  33101,  305-549-6944. 

Ninth  Annual  Medical  Aspects 
of  Aging,  September  27-28, 
University  of  Florida, 
Gainesville.  For  information, 
call:  Grace  Wagner,  JHMHC 
J-233,  Gainesville  32610,  (904) 
392-3143. 

OCTOBER 

Advanced  Neruoradiology 
Seminar,  October  16-19,  Hilton 
Hotel,  Lake  Buena  Vista.  For 
information:  Charleen  Kriss- 
man, 12901  N.  30th  Street, 
Tampa  33612,  (813)  974-2538. 

Thirty-ninth  Regional  Family 
Practice  Weekend,  October 
25-27,  Marriott  Biscayne  Bay 
Hotel,  Miami.  For  information: 
Charles  A.  Dunn,  M.D.,  4057 
Carmichael  Ave.,  Suite  229, 
Jacksonville  32207,  (904) 
398-5667. 

Fall  1985  Family  Practice 
Review,  October  27-November 
2,  Orlando.  For  information: 
Grace  Wagner,  JHMHC,  J-233, 
Gainesville  32610  (904)  392- 
SI  43. 

Nutrition  In  Pediatric  Prac- 
tice, October  30-November  1, 
Don  Cesar  Resort,  St.  Peters- 
burg. For  information: 
Herbert  Pomerance,  M.D., 
JHMHC,  J-15,  Tampa  33612, 
813-974-4214. 


This  space  contributed  as  a public  service 


Each  year  cancer  strikes 
120,000  people  in  our  work 
force,  and  causes  our  economy 
to  lose  more  than  $10  billion  in 
earnings  Earnings  that 
American  workers  might  still  be 
generating  if  they  had  known 
the  simple  facts  on  how  to 
protect  themselves  from 
cancer 

Protect  your  employees,  your 
company,  and  yourself,  call 
your  local  unit  of  the  American 
Cancer  Society  and  ask  for 
their  free  pamphlet.  "Helping 
Your  Employees  to  Protect 
Themselves  Against  Cancer." 
Start  your  company  on  a policy 
of  good  health  today! 
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CLASSIFIED  ADVERTISING  ORDER  BLANK 


(PLEASE  PRINT  OR  TYPE) 

Name: 

Address:  


Phone: 


AD  COPY 


INSERTION  DATA 


Run  ad  for  the  month(s)  of:  

□ Check  here  for  box  number  ($1.00  additional) 

Place  Ad  Under:  (mark  one) 

□ Physicians  Wanted  □ Real  Estate  □ Equipment 

□ Situations  Wanted  □ Art  □ Services 

□ Practices  Available 

□ Enclosed  is  my  check  in  the  amount  of  $ (payable  to  the  FMA) 

□ Please  bill 


Signed 

CLOSING  DATE:  First  of  the  preceding  month. 

Detach  and  return  to  The  Journal  of  the  Florida  Medical  Association,  Inc.,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 

For  further  information,  including  rates  for  display  advertising,  call  Mrs.  Mary  N.  Fouraker,  (904)  356-1571. 


Classified 

Ads 

Classified  advertising  rates 
are  SiOOO  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word 
Deadline  is  first  of  the 
month  preceding  month 
of  publication 


Physicians  Wanted 

PRIMARY  CARE  FACILITY 
in  West  Palm  Beach  seeking 
part  time  physicians  for  hourly 
work,  and  full  time  positions 
for  future  facilities.  Send  CV 
to:  Administrator,  P.O.  Box 
25986,  Tamarac,  FL  33320. 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

FAMILY  PRACTICE  OR 
EMERGENCY  MEDICINE  phy- 
sician opening  in  a private 
freestanding  emergency  cen- 
ter. Excellent  location.  Highly 
attractive  practice  setting. 
Send  CV  to:  Michael  J.  Webb, 
M.D.,  Harrell  Medical  Center, 
1805  SE  Lake  Weir  Avenue, 
Ocala,  FL  32627  or  call  (904) 
629-0642. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 


GENERAL  INTERNISTS, 
PEDIATRICIANS, AND  FAMILY 
PRACTITIONERS:  Expanding 
30  man  physician  multispe- 
cialty group  in  West  Palm 
Beach,  Fla.  seeks  dynamic, 
Florida  licensed,  fully 
American  trained  physicians 
for  private  practice  1985.  Can- 
didates must  be  personable 
and  well  qualified;  emphasis 
on  high  quality  patient  care. 
Send  CV  and  references  with 
letter  outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

INTERNIST-FAMILY  PRAC- 
TITIONER, BC/BE,  rapidly  ex- 
panding practice,  excellent 
patient  group,  competitive 
salary,  leading  to 
partnership.  Dr.  Robert  Levy, 
1701  S.E  Hillmoor  Drive,  Port 
St.  Lucie,  Florida  33452 
(305)  335-9400. 

PRIMARY  CARE  CEN- 
TERS in  Florida:  Recruiting 
aggressive  emergency  medi- 
cine and  family  practice  train- 
ed physicians  to  staff  centers 
on  a full-time  basis.  Positions 
available  in  central  and  south 
Florida  coastal  communities. 
Excellent  opportunity  - guar- 
anteed salary,  fee  for  service 
incentives,  profit  sharing  with 
public  corporation,  malprac- 
tice insurance  paid.  Send  CV 
to  F.M.C.,  250  N.  Babcock  St., 
Suite  202,  Melbourne,  Florida 
32935. 

GREATER  FT.  LAUDER- 
DALE AREA:  Physician  for 
Walk-In  Medical  Center.  Part- 
nership will  be  available.  Call 
or  write:  Donna  Foisy,  8056 
West  Sample  Road,  Margate, 
FL  33065.  (305)753-0500. 

TWO  POSITIONS  available 
immediately.  Excellent  oppor- 
tunity for  family  practi- 
tioners/internists, B/C,  B/E,  in 
west  coast  of  Florida.  Im- 
mediate appointment,  with  ex- 
cellent salary,  benefits  and 
profit  sharing.  Reply  in  con- 
fidence with  C.V.  and  ref- 
erences to  Box  C-1278,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 

INTERNIST,  BC/BE  for 
position  as  associate  with 
busy  solo  BC  Internist  in  Orlan- 
do. Good  coverage  schedule. 
Rapidly  growing  area.  Great 
lifestyle.  Reply:  Dr.  422  N. 
Dillard  St.,  Winter  Garden,  FL 


ANTERIOR  SEGMENT 
FELLOWSHIP  in  busy  private 
practice  associated  with 
medical  college.  Intraocular 
lens  implantation,  including 
posterior  chamber  and  anterior 
chamber  lenses.  Extracapsular 
and  Phacoemulsification  tech- 
niques. Argon  and  Yag  Laser. 
Excellent  benefits  plus  fringes. 
Send  CV  and  career  objec- 
tives to:  C-1242,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

FORT  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantation, 
Florida  33317 

FAMILY  PHYSICIAN  TO 
JOIN  busy  internist  in  Florida 
Keys.  Office  has  laboratory, 
EKG  and  X-ray  capabilities. 
Will  provide  very  flexible  as- 
sociation to  the  right  indivi- 
dual. Send  CV  to:  Robert 
Carraway,  M.D.,  P.O.  Box 
2008,  Key  West,  FL  33040 
(305)  294-0511. 

PEDIATRICS:  Established 
Pediatrician  needs  associate. 
Board  E/Q  and  U.S.  Trained. 
Partnership  or  share 
pediatric  call  and  expenses  in 
group  of  3 (2  internists  and 
pediatrician)  on  central 
Florida  east  coast.  C-1266, 
P.O.  Box  2411,  Jacksonville, 
FL  32203. 

WANTED  — INTERNIST 
with  interest  in  cardiology  or 
rheumatology.  Opportunity 
available  in  beautiful  lakes 
and  hills  of  Central  Florida, 
25  miles  north  of  Orlando.  In 
established  fully  equipped 
clinic,  lease  with  later  option 
to  buy.  Close  to  150  bed  hos- 
pital which  will  guarantee 
adequate  income  first  year. 
C-1270,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 


ASSISTANT  PROFESSOR: 
Tenure  accruing  position  in  the 
Department  of  Pathology,  Col- 
lege of  Medicine,  University  of 
Florida.  Candidate  must  have 
a M.D.  degree  completed  the 
endocrine  subboards.  Posi- 
tion will  carry  out  basic  and 
clinical  etiology  of  type  1,  in- 
sulin dependent  diabetes  us- 
ing molecular  biology  tech- 


niques. Eventual  goal  will  be 
to  establish  a clinical 
molecular  biology  techniques. 
Eventual  goal  will  be  to 
establish  a clinical  molecular 
biology  laboratory.  Major  in- 
terest in  endocrinology  and 
metabolism  and  2 or  more 
years  of  research  experience 
are  desirable.  Recruiting 
deadline  is  June  15, 1985  with 
an  anticipated  start  date  of 
July  1,  1985.  Interested  candi- 
dates should  forward  appli- 
cations to:  William  J.  Riley, 
M.D.,  Assistant  Professor, 
Department  of  Pathology, 
Box  J-275,  JHMHC,  University 
of  Florida,  Gainesville,  FL 
32610  Equal  Opportunity 
Employment/Affirmative  Ac- 
tion Employer. 

BOCA  RATON  & NORTH 
BROWARD  AREA  — Oppor- 
tunity for  primary  care  (IM, 
FP,  OB/GYN)  physicians  to 
join  successful,  growing 
prepaid  healthplan  opening 
offices  in  highly  desirable 
area.  Enjoy  excellent  com- 
pensation and  benefits 
package.  Send  CV  and 
references  to  C-1274,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 

FAMILY  PHYSICIAN 
wanted  to  join  busy  internist 
in  the  Florida  Keys.  Flexible 
association  available  to  the 
right  individual.  Write: 
Medical  Clinic,  P.O.  Box  2008, 
Key  West,  FL  33040. 

ST.  PETERSBURG:  Oppor- 
tunity for  experienced  emerg- 
ing physician  in  low-volume 
E.D.  on  Florida’s  Gulf  Coast. 
ACLS  essential,  ATLS  en- 
couraged. Send  C.V.  to  S. 
MacLeod,  M.D.,  8601  Mer- 
rimoor  Blvd.,  E.,  Largo,  FL 
33543,  or  call  813/397-7234. 

ESTABLISHED  FAMILY 
PRACTICE  opportunity  on  the 
Gulf  Coast  of  Florida  (Sara- 
sota/Bradenton). Seeking 
primary  care,  board  certified 
physician  in  Family  Practice 
to  compliment  existing  3 
physicians.  Office  has  in- 
house  laboratory  and  x-ray 
facilities  with  emphasis  on 
high  quality  patient  care. 
Built  in  patient  referral 
system.  Share  call  every  4th 
night,  4th  weekend,  and 
rotating  holidays.  Reply  with 
CV  to:  Occupant,  P.O.  Box 
14204,  Bradenton,  FL 
34280-4240. 


32787. 
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INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 

FLORIDA  S.E.  COASTAL 
AREA  UNIQUE  OPPORTUNITY 
for  someone  with  Internal 
Medicine  and  Emergency 
Medicine  experience.  Expand- 
ing office  based  practice- 
opportunity  with  equity  parti- 
cipation available.  Send  C.V. 
in  confidence  to:  SRM  & As- 
sociates, Inc.,  1060  NE  28th 
Terrace,  Pompano  Beach,  FL 
33062. 

FAMILY  PHYSICIAN, 
Board  certified,  to  join  a well 
established  solo  practice  in 
Central  Florida.  Initial  salary 
with  early  opportunity  for 
partnership.  For  further  infor- 
mation, please  call  (813) 
859-2748. 

INTERNAL  MEDICINE: 
Full-time  opportunity  for 
board  certified  physician.  For 
further  information,  contact 
Dr.  C.W.  Si Iverblatt,  Chief,  VA 
Outpatient  Clinic,  83  W.  Col- 
umbia, Orlando,  FL  32806, 
(305)  425-7521.  The  VA  is  an 
equal  opportunity  employer. 

PSYCHIATRIST  — full- 
time position  open  for  board 
certified  or  eligible  psychia- 
trist. To  provide  direct  ser- 
vices and  consultation  for  in- 
terdisciplinary staff  in  the 
treatment  of  adult  and 
geriatric  population.  Outpa- 
tient only.  Florida  license 
needed.  Write  or  call:  A. 
Mullin,  M.D.,  Mental  Health 
Clinic  of  Jacksonville,  Inc., 
2627  Riverside  Ave.,  Jackson- 
ville, Florida  32204,  (904) 
384-2364. 

MEDICAL  DIRECTOR  — 
ORLANDO  AREA.  Patient 
care  and  administrative 
leadership  for  migrant  and 
rural  primary  care  centers. 
Family  medicine  and  ex- 
perience in  supervision  and 
quality  assurance  desired. 
Salary  commensurate  with 
qualifications  and  excellent 
benefits.  Send  CV,  salary  ex- 
pectations, and  3 references 
to  Cecilia  ABT,  P.O.  Box  1249, 
Apopka,  FI.  32703. 


PLASTIC  AND  RECON- 
STRUCTIVE COSMETIC 
SURGEON;  Outpatient  facili- 
ty opening  in  Miami  seeks 
cosmetic  surgeon  on  a full  or 
part-time  basis.  Send  CV  to 
PBC  number  one,  375  South 
County  Road,  Palm  Beach, 
FL  33480. 

PHYSICIANS:  Pro- 

gressive, physician-owned 
medical  group  has  positions 
available  in  the  SE  Florida 
area.  Experienced,  Board- 
prepared  or  Board  certified 
physicians  are  preferred  with 
interests  in  primary  care,  in- 
ternal medicine,  emergency 
and  critical  care  medicine. 
Competitive  salary,  fringe 
benefits,  paid  malpractice  in- 
surance. Call  (305)  325-1381 
or  send  CV  to  Emergency 
Medical  Group,  P.A.,  1400  NW 
12  Ave.,  Miami,  FL  33136. 

GERIATRICIAN/FAMILY 
PHYSICIAN  needed  to  join 
and  augment  an  established 
program  in  geriatrics  and 
gerontology  at  the  major 
teaching  and  research 
hospital  in  Jacksonville,  FI. 
Program  to  include  teaching 
of  fellows,  residents,  medical 
students,  nurses  and  par- 
ticipation in  multi-depart- 
mental clinical  research  ac- 
tivities. Strong  city  and  com- 
munity support.  Faculty  ap- 
pointment, University  of 
Florida.  Competitive  salary. 
Excellent  fringe  benefits.  Ex- 
ceptional recreational  and 
cultural  activities.  Send  CV  to 
John  A.  Grisnik,  Jr.,  M.D., 
Dept,  of  Community  Health 
and  Family  Medicine,  Univer- 
sity Hospital  of  Jacksonville, 
655  West  Eighth  Street, 
Jacksonville,  FL  32209,  (904) 
350-6510. 


MEDICAL  EXECUTIVE 
DIRECTOR  — Broward  Coun- 
ty Public  Health  Unit. 
Challenging  career  oppor- 
tunity for  medical  leadership 
in  a dynamic  urban  public 
health  agency  providing 
traditional  public  health  pro- 
grams, and  developing  a new 
primary  health  care  compo- 
nent. Responsibilities  will  in- 
clude supervision  of  profes- 
sional medical  staff,  quality 
assurance,  and  the  formula- 
tion of  all  medical  policies. 
This  position  requires  a 
Florida  license  to  practice 


medicine  and  the  special  re- 
quirement for  Board  certifica- 
tion or  eligibility  in  a primary 
care  specialty.  A family  prac- 
tice or  pediatric  background 
is  highly  desirable.  This  is  a 
Florida  Career  Service  position 
with  a comprehensive  benefits 
package.  Salary  is  com- 
petitive and  negotiable.  Con- 
tact: Charles  Konigsberg,  Jr., 
M.D.,  M.P.H.,  (305)  467-4270, 
201  West  Broward  Blvd.,  Ft. 
Lauderdale,  FL  33301. 

Situations  Wanted 

AVAILABLE  CARDIOLO- 
GIST-INTERNIST from  July 
1985.  Invasive- noninvasive, 
FMG,  ABIM  certified.  Reply: 
Vijay  Vakharia,  M.D.,  2727 
North  Pine  Grove,  Chicago,  IL 
60614,  or  call  evenings  (312) 
477-0560. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1227,  P.O.  Box 
2411,  Jacksonville,  FI  32203. 

ORTHOPEDIST,  54, 
Florida  license,  seeks  work  in 
office  with  a busy  or- 
thopaedic group,  anywhere  in 
Florida.  No  malpractice 
evaluations,  except  in 
defense  (of  physician).  Reply 
to:  Orthopedist,  3043  South 
Atlantic  Avenue,  #401, 
Daytona  Beach  Shores,  FL 
32018.  Phone:  (904)  761-1738. 

ANESTHESIOLOGIST: 
ACA  certified  seeding  prac- 
tice opportunity  in  Fla.  solo 
or  group.  Available  im- 
mediately. Reply:  Oscar  Gon- 
zalez, 6940  Sunrise  Dr.,  Coral 
Gables,  FL  33133,  (904) 
666-2371. 

ANESTHESIOLOGIST: 
Florida  licensed,  B/E,  com- 
pleting fellowship  in  anesthe- 
sia Dec.  1985,  available  at 
anytime,  experience  in  all 
kinds  of  anesthesia,  desire 
any  type  of  opportunity  any- 
where in  Florida.  Reply:  B. 
Patel,  M.D.,  133-52  Avery  Ave., 
Flushing,  N.Y.  11355  or  call 
evenings  (718)  445-6679. 

INTERNIST  FINISHING 
residency  training  and  Board 
eligible  July  85  looking  to  join 
solo  practitioner  or  group. 
Jeffrey  Sklar,  M.D.,  314 
Newark  Ave.  Apt.  6,  Bradley 
Beach,  New  Jersey  07720. 


FAMILY  PRACTITIONER, 
Board  Certified  with  exten- 
sive private  practice  and 
academic  experience.  Florida 
license.  Relocating  to  Florida 
1986.  Seeking  quality  posi- 
tion, private  practice,  hospi- 
tal or  academic.  Edward  H. 
Davis,  M.D.,  315  Beach  143 
Street,  Neponsit,  N.Y.  11694. 

ANESTHESIOLOGIST:  36, 
Florida  licensed,  in  process 
of  ABA  Certification,  Fellow- 
ship in  Pain  Management, 
group  practice  last  two  years, 
extensive  experience  in 
Regional  Anesthesia,  desires 
to  settle  in  Florida,  consider 
any  opportunity,  Available 
anytime.  Reply:  Dharia,  M.D., 
67-02  230th  St.,  Bayside,  N.Y., 
11364,  718-225-5804. 

LOCUM-TENENS  work 
wanted  in  primary  care  facili- 
ty, or  office  practice.  Cover- 
age provided  by  licensed  and 
insured  physicians.  Radiolo- 
gists also  available.  Call 
1-800-545-4141,  Ext.  257. 

Practices  Available 

RADIOLOGY:  Private 
Practice  est.  4 years.  Down- 
town Jacksonville,  Florida. 
Grossing  $160,000.00  with  ex- 
cellent growth  potential.  Pur- 
chase price  negotiable. 
Sergio  Lagman,  M.D.,  600  N. 
Church  St.  Lake  City  FI  32055. 

INTERNAL-MED,  FAMILY 
Practice  est.  30  years  for 
sale.  Eager  to  retire.  No  rea- 
sonable offer  refused.  No 
cash  needed  for  physician 
just  completing  residency. 
Five  local  hospitals  require 
Board  Eligible.  Write  Medical 
Center,  P.O.  Box  7603,  West 
Palm  Beach,  FL  33405. 

INTERNAL  MEDICINE 
practice  for  sale  in  Central 
Florida,  about  80  south  of 
Disney  World.  Board  Certified 
Internist  wishes  to  retire  after 
26  years  of  active  practice. 
Prefer  Internist  with  sub-spe- 
cialty of  Cardiology.  Reply  to 
Box  C-1269,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

OTOLARYNGOLOGY  prac- 
tice, established  27  years.  Pa- 
tients records,  equipment  and 
office  available.  Price 
negotiable.  Otolaryngologist, 
Suite  E,  500  Memorial  Circle, 
Ormond  Beach,  FL  32074. 
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SHARE  MEDICAL-SUR- 
GICAL office  fully  furnished, 
five  and  a half  days  each 
week.  Includes  waiting  room, 
business  office,  lab,  three  ex- 
am rooms.  P.E.  Callaghan, 
M.D.,  1500  E.  Hillsboro  Blvd., 
Deerfield  Beach,  FL  33441, 
(305)  428-2420. 

UROLOGIC  PRACTICE 
FOR  SALE.  N.  Central 
Florida.  Have  just  retired. 
Same  location  over  thirty 
years.  Office  equipment  for 
sale.  Lovely  two-man  urologic 
building  adjacent  to  local 
hospital  also  for  sale.  Florida 
license  is  essential.  Reply 
Box  C-1273,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

FAMILY  PRACTICE  esta- 
blished January  1,  1984.  Over 
1,000  medical  records.  Fully 
equipped  including  medical 
and  laboratory  equipment,  of- 
fice furniture.  1,000  sq.  ft.  in 
good  location  in  Pompano 
Beach.  Low  rent.  Forced  to 
retire  because  of  illness.  Ex- 
cellent opportunity.  (305) 
942-8177. 

PEDIATRICS  — North  FL, 
well  established,  fully  equip- 
ped, centrally  located,  hospi- 
tals nearby,  good  clientele, 
quality  practice,  charts, 
equipment,  goodwill  transfer- 
able; office  building  for  pur- 
chase or  rent,  terms  flexible, 
BE/BC,  contact  C-1275,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 


Real  Estate 

SHARE  OR  OFFICE 
SPACE  available  in  medical 
complex  with  pharmacy  and 
lab.  Convenient  to  all  Orlando 
hospitals.  Call  305-898-3451. 

SOUTH  MIAMI  MEDICAL 
ARTS  BUILDING:  All  special- 
ties. Adjacent  to  two 
hospitals.  1500  - 1800  sq.ft. 
Fully  partitioned  and 
carpeted.  Reasonable  rent. 
(305)  661-5147. 

WINTER  SPRINGS  — 3 
Professional  offices  available 
for  lease.  680  sq.  ft.  to  880  sq. 
ft.  or  may  convert  to  a larger 
office.  Ideal  location— rapid- 
ly growing  area/North  Orlan- 
do. Phone  (305)  365-6838  or 
(305)  327-0731. 


DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

GREAT  OPPORTUNITY: 
Active  Delray  Beach  Medical 
Building  — 1800  sq.  ft. 

available.  $13.00  sq.  ft.  will 
divide.  Lg.  Internal  Medical 
group  ground  floor.  305-272- 
7428.  Ask  for  Jan. 

GAINESVILLE,  Bellamy 
Forge,  3 BR,  2V2  B,  attached 
garage,  condo  with  all 
amenities,  mint  condition, 
$56,500.00.  (813)254-3412. 

ACTIVE  FAMILY  PRAC- 
TICE, 30  to  40  patients  per 
day,  has  office  space  avail- 
able for  medically  related 
business  or  expansion  for 
specialist  in  Dunnellon,  FI. 
Please  call  for  appointment, 
904-489-2401  or  904-489-0598. 

Equipment 

COMPLETE  RADIOGRA- 
PHIC Fluoroscopic  X-ray 
room  with  10  y.o.  Picker  90/15 
table.  Morror  optics  and 
precise  optics  T.V.  system  in- 
cluded. The  image  intensifer, 
fluoroscopic  X-ray  tube  and 
automatic  brightness  system 
are  only  one  year  old.  Call 
Kissimmee  Memorial  Hospital 
(305)  846-4343,  Ext.  387  for  Dr. 
Sessions  or  Dr.  Mayo. 


Meetings 

THE  CONTROVERSIES  IN 
CARCINOMA  of  the  Breast 
Seminar  sponsored  by  the 
Department  of  Radiology  at 
the  University  of  South  Florida 
College  of  Medicine  will  be 
held  at  the  Hyatt  Regency 
Grand  Cypress,  Orlando,  Aug. 
7-10,  1985.  The  course  will  pre- 
sent the  latest  diagnostic  im- 
aging, radiation  oncology, 
chemotheurapeutic,  and  sur- 
gical approaches  to  breast 
disease.  Guest  faculty  will  in- 
clude Drs.  Feig,  Janus,  Recht, 
and  Urban.  The  fee  is  $330  for 
16  Category  I Credit  Hours. 
Call  Charleen  Krissman  (813) 
974-2538  for  more  information. 


Services 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 


LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 

WE  BUY,  SELL,  LEASE 
SERVICE  new  and  recondi- 
tioned medical  instrumenta- 
tion: EKG,  Lab,  Holter,  scan- 
ners, 2 D.  Echos,  stress-test, 
etc.  Contact:  Ed  Bentolila, 
P.O.  Box  8767,  Coral  Springs, 
FL  33065,  305-972-4600. 


Save  the  clouds. 

I want  to  help.  Enclosed  is  my  tax-deductible  check  for  $ — 
Please  send  me  information  about  protecting  the  eyesight 
of  myself  and  my  family. 

Name 

Add  ress 

City State Zip_ 


National  Society  to 
^11^  3741  NeP,un®  street< 


Prevent  Blindness 
Tampa,  FL  33629 


I 

1 

I 

I 

I 


When  you  lose  your  vision,  you  lose 

the  clouds. 

You  lose  the  sunsets.  The  seashells. 
The  moonlight  and  snowflakes. 

This  year,  50,000  Americans  will  lose  all 
“It  and  moVe.  Forever. 

Yet  with  yotsa+ielp,  half  of  all  blindness 
be  prevented. 

We’re  the  National  Society  to  Prever 
Blindness. 

We  sponsor  medii 
eye  diseases.  And  safe 
eliminate  eye  injuries. 

We  fight  to  saveail  the  things  people 
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Physicians! 

Plan  to  Participate  When  Your  Census  Form  Arrives 


Completing  and  mailing  in  your  Physicians’  Professional  Activities 
Census  form  will  ensure: 

• That  your  professional  record  is  updated  on  the  AMA  Physician 
Masterfile; 

• That  you  are  correctly  classified  by  specialty  and  activity  in  the 
AMERICAN  MEDICAL  DIRECTORY; 

• That  you  continue  to  receive  educational  and  scientific  materials 
relevant  to  your  professional  interests. 


Call  or  write  if  you  have  not  received  a 
census  form  by  April  1985: 

Division  of  Survey  & Data  Resources 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  IL  60610 
(312)  645-5136 


ADVERTISERS 


Administrative  Health  Management  Croup 

Seminars 418 

Air  Force 

Recruitment 398 

American  'Medi-Lease' 

Service 395 

Army  National  Guard 

Recruitment 431 

BellSouth  Mobility 

Service ........  . . . . 407 

Brookwood  Recovery  Centers 

Service . . . . 445 

Brown  Pharmaceutical 

Android 398 

Lipo-Nicin 431 

Campbell  Laboratories 

Herpecin-L 458 

Charter  Medical  Corporation 

Service 396 

Curtis  1000  Information  Systems 

Computers  444 

Eli  Lilly  & Company 

Ceclor 432 

E.R.  Sguib  & Sons,  Inc. 

Velosef 450a 

Event  Management  Co. 

Info*  Med 458 

Florida  Physicians'  Insurance  Reciprocal 

Service 394 

GTE  Telenet 

Service 402 


Health  Development  Corporation 

Recruitment  458 

Houston's  Shamrock  Hilton 

Service 399 

Janssen  Pharmaceutica 

Vermox 463 

Knoll  Pharmaceutical  Company 

Isoptin 394b 

Marion  Laboratories,  Inc. 

Cardizem  458c 

Parke-Davis 

Norlestrin  458a 

Roche 

Dalmane  475 

Limbitrol 416 

Smith  Kline  Beckman 

Dyazide  394a 

Southeastern  Medical  Data  Systems 

Service 433 

Southeastern  Neurodiagnostic  Institute  Inc. 

Meetings  406 

University  Community  Hospital 

Service  466 

University  of  Miami 

Meetings 446 

The  Upjohn  Company 

Motrin  . . 450c 

Willingway  Hospital 

Service 460 

Wessex  Corporation 

Real  Estate  460 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers  Luis  M.  Perez,  M.D.,  Sanford,  President 

James  B.  Perry,  M.D.,  Ft  Lauderdale,  President-Elect 

James  C.  White,  M.D.,  Ormond  Beach,  Vice  President 

Henry  M.  Yonge,  M.D.,  Pensacola,  Secretary 

Yank  D.  Coble  Jr.,  M.D.,  Jacksonville,  Treasurer 

Guy  T.  Selander,  M.D.,  Jacksonville,  Speaker  of  the  House 

Arthur  L.  Eberly  Jr.,  M.D.,  Lighthouse  Point,  Vice  Speaker 

Donald  C.  Jones,  Jacksonville,  Executive  Director  and  C.E.O. 

Chairmen  Joseph  H.  Davis,  M.D.,  Miami  Judicial  Council 

Louis  C.  Murray,  M.D.,  Orlando,  Legislation 
Richard  S.  Hodes,  M.D.,  Tampa,  Medical  Economics 
Joseph  T.  Ostroski,  M D„  Miami,  Medical  Services 
Pierre  J.  Bouis  Jr.,  M.D.,  Tampa,  Scientific  Activities 
Robert  E.  Boyett,  M.D.,  Miami,  Specialty  Medicine 
T.M.  Daniel,  M.D.,  Clearwater,  Hospital  Medical  Staffs 
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COMPLETE 
LABORATORY  „ 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOB,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALM  ANE 

flurazepom  HQ/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1  b 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANEe 

flurazepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583.  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  2 7:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26:121-137,  1983. 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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